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An Address 


DISEASE OF THE STOMACH AND 
ITS SURGICAL TREATMENT. 
Delivered at the Surgical Section of the Royal Academy 

of Medicine in Ireland, on Feb. 29th, 1924, 
JAMES SHERREN, C.B.E., F.R.C.S. ENG., 


SURGEON THE LONDON HOSPITAL, ETC, 


By 


| HAVE purposely left the title of my address vague, 

I wish to touch upon several 
attention to unsolved points in connexion with disease 
of the stomach. 

The surgery of chronic ulcer of the stomach—I 
nclude in this term what is embryologically stomach, 
the duodenum to the entrance of the common bile- 
duct——is in a transitional state, and we have to resort 
till to operative measures, which are either mutilating. 
physiologically unsound, or both. It must remain 
n this condition until we have obtained exact know- 
ledge of the cause of the disease; we can then treat 
the patient before these procedures become necessary. 
We must, I think, look on it somewhat as a reproach, 
that lesions, which should be capable of curative 
treatment by simple means, are allowed to progress 
until direct interference with the stomach is required 
to restore the patient to health. I do not consider 
the results of the operations we are carrying out 
unsatisfactory ; far from it, they are excellent, in 
little short of miraculous. In chronic 
uleer, they far exceed those obtained by any form of 
medical treatment, whether looked upon from the 
point of view of cure or of the risk attaching thereto, 

PREVENTABLE ABDOMINAL EMERGENCIES. 

\s long ago as 1911.' in a paper dealing with the 

prevention of abdominal emergencies, I expressed the 


Ome cases 


opinion that perforation of a gastric or duodenal ulcer 


occurs in patients in whom, “in the majority of cases, 
ymptoms have existed for weeks, months, or years, 
which should have led to the recognition of organic 
disease and surgical treatment before urgency arose.”’ 
| went on as follows: ** It has fallen to my lot several 
times to operate on cases of duodenal and gastric ulcer 
which had perforated while they were having ambu- 
latory medical treatment for dyspepsia variously 
named.” My experience since has abundantly con- 
rmed this ; 
everal patients whose chronic ulcers had perforated, 
or caused hemorrhage while they were undergoing a 
course of medical treatment in bed. 

The preventable nature of many of these emer- 
is corroborated by the London Hospital 
figures. Thus, among 218 cases of perforated 
duodenal ulcer treated at the London Hospital, in 
six only was there no previous history of indigestion. 
Similar figures were obtained in 248 cases of perforated 
yastric ulcer. In hemorrhage due to a chronic ulcer 
the same applies. As the majority of these patients 
had had more than one course of medical treatment. 
several had been having intermittent treatment for 
10 years and one for 32, 
considering them as failures of that treatment. and, 
if surgery was unable to be employed successfully in 
these emergencies, the mortality is medical rather 
than surgical. This a view I have frequently 
expressed, and is one which has also been ably put 
forward by Sir Berkeley Moynihan,’ and recently has 
evoked medical criticism ; it is undoubtedly correct 
that the mortality of the medical treatment of chronic 
ulcers is vastly greater than the surgical. 


Lencies 


Is 


DEFINITION AND STATISTICS OF CURE. 
I work in the belief that surgery provides in the 
majority of cases a cure, and I am now using this term 
n the sense in which it is understood by the laity 


* Clinical Journal, Sept. 6th, 1911. 
Lectures on Gastric and Duodenal Uleer, 1923, p. ‘ 


22 
5245 


topics and draw | 


and further, IT have had to operate on | 


we are perfectly justified in ! 


that is, a permanent abolition of symptoms. Those 
of us who have been operating upon large numbers of 
patients with these diseases have traced their after- 
history from year to year, and are able to speak 
authoritatively in the matter. In my Hunterian 
lecture * in 1920, I gave my reasons for considering 
those patients as cured who had gone two years 
without any symptoms whatever. I wish to empha 
| sise this. None of those who came within that 
| category and were then quite well have had further 
| trouble. Three men, however, among those “ not 
well’? developed secondary ulcer, one a true jejunal, 
and two gastro-jejunal ulcers due to unabsorbable 
| sutures, one after a chronic gastric, and one after a 
chronic duodenal ulcer. Patients who go for two 
vears without symptoms never develop them later. | 
have found that in the rare cases of severe symptoms, 
six, eight, or more years after operation, the first two 
vears were never uneventful. 

I want briefly to supplement the records in that 
lecture, thus bringing the results up to date (to 
Jan. 1, 1924). In what follows I am using the term 
chronic ulcer to mean an ulcer that seen, felt. 
and demonstrated to others, or, as Moynihan has put 
it, ‘‘ a visible and palpable lesion.”” To that dats 
I had treated by operation 768 cases of chronic 
duodenal ulcer, with 15 deaths, including thos« 
operated on for hemorrhage, 78 in number, 
whom there were six deaths. I have able to 
trace 500 who were operated on before January, 1922 : 
163 are, and have remained perfectly well. In thi 
series, of 152 additional cases, two developed secondary 
ulcers, one described in that lecture and one I shall 
mention later. The « of chronic gastric ulcer, 
operated upon to Jan. Ist, 1924, number 600 with 
|} 28 deaths. These figures include all treated except 
for acute perforation. I have similarly traced 403 
operated on before January, 1922; 311 were 
and had remained perfectly well: among the addi 
tional cases, one developed an anastomotic ulcer and 
was operated on by another surgeon, and eleven had 
minor complaints, but they were small. Ll should like 
to confirm what I have previously stated with regard 
to partial gastrectomy. Its results are remarkable. 
I have been carrying it out regularly for certain cases 
of chronic gastric ulcer, and enlarging its indications 
for over eleven years. IT have never known secondary 
ulceration to follow, and its after-history 
singularly uneventful. 

Among 903 cases of chronic gastric and duodenal 
ulcer traced for over two years, 774 have remained 
absolutely well, 20 have developed secondary ulcera- 
tion. In three of these the second operation was not 
done by myself. The letters from patients are over- 
Whelming in their gratitude; 1 will 
asanexample. In November, 1913, Il operated upon 
a woman of 30, with a 14 years’ history of attacks of 
epigastric pain with vomiting, and 
severe bout of hwmatemesis. I found an hour-glass 
stomach due to recurrent ulceration on the 
curvature, with much scarring. and did a posterior 
gastro-jejunostomy to its cardiac side, at the same 
time removing her appendix. Her husband wrote on 
Jan. 25th, 1924, saying *‘ whereas before the operation 
food of any kind resulted in absolute torture for her, 
she is now able to enjoy good meals and not fear after- 
effects.” It has been my experience that, as with this 
patient, the remote results continue as satisfactory 
as the immediate. 
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PATHOLOGICAL PROOF OF HEALING. 

But we have not only the clinical proot, the cure as 
| understood by the laity, we have the pathological, 
the healing of the ulcer being demonstrated at post- 
| mortem, long periods after the operation, or at second 
| operations undertaken for other conditions. I have 
ree o maintained that chronic ulcers of the duo 
| denum, unless adherent to and eroding the pancreas, 
heal as the result of gastro-jejunostomy, as do free 
| ulcers on the lesser curvature of the stomach when the 
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anastomosis is done to their cardiac side. I have had 
the opportunity of examining, up to 12 years after 
operation, 31 cases of chronic duodenal ulcer, and 25 of 
chronic gastric. The ulcer had healed in all. I have 
never seen an ulcer unhealed at a remote period 
subsequent to gastro-jejunostomy, if that procedure 
was indicated and was carried out on correct lines. 


CAUSES OF OCCASIONAL FAILURE TO CURE. 

In spite of this, however, 
fail to ‘‘cure”’ the patient. The failures may be 
mechanical or ulcerative, both now exceedingly rare. 
The mechanical, revealing itself by bilious vomiting, is 
associated with imperfect technique, and failures from 
this cause become fewer and fewer with experience, 
but perhaps may be unavoidable on occasions for 
anatomical reasons, if gastro-jejunostomy is performed. 
I refer particularly to patients with a short or fat 
transverse meso-colon, or an ulcer high on the lesser 
curvature or posterior surface. These cases exercise 
one’s ingenuity, and in them I endeavour to avoid 
gastro-jejunostomy. 

Until we are accurately acquainted with the cause 
of gastric and duodenal ulcer, secondary ulceration will 
occasionally occur, although our treatment has brought 
about the healing of the original lesion. It seems to 
me hopeful that a further study of the conditions 
under which secondary ulcer arises may throw light 
on the etiology of the primary one. I am firmly 
convinced that infection is the cause of gastric 
and duodenal ulcers. The infection may reach the 
stomach by the blood-stream from the mouth or 
abdomen or, in the latter case, the lymphatics, as 
suggested by Braithwaite,> in his work on the 
lymphatic flow from the ileocecal angle. The associa- 


we very occasionally 


tion of acute ulcers of the stomach with abdominal 
infections, particularly from the appendix, is well 
known and demonstrated post mortem. 


ACUTE ULCERS OF THE STOMACH. 

Acute ulcers of the stomach are much more common 
than it is now fashionable to think. I believe the 
older physicians were right in considering the pain, 
vomiting, and hematemesis of young women due to 
acute gastric ulceration. These symptoms are not, 
of course, confined to any age or sex, but are typically 
met with in women between 20 and 30. 

It is true that these ulcers are small, but what is 
the limit of the size of an ulcer 2? We should look on 
these lesions as definitely ulcers, but we must not let 
this conception of the condition make us advise 
gastric operations for their cure; we should treat 
their cause. We know that they usually heal readily 
and often relapse. They cannot be seen on external 
examination of the stomach, often not when the 
mucous membrane is directly inspected during life, 
and after death may only be discovered with the 
greatest difficulty, but in all cases of hamatemesis in 
patients with this type of symptoms that have died 
after operation, I have been able to find acute ulcers. 
During the early years of gastric surgery it was 
customary to operate immediately on cases of profuse 
hematemesis; it is from experience gained during 
this period that I make the statement. 

have operated on 63 patients for hematemesis of 
this nature, not due to chronic gastric or duodenal 
ulcer and presumably due to acute ulceration. Three 
of the early cases died; in all the stomach itself had 
been explored at the operation and nothing found, 
and in all acute ulcers were demonstrated post 
mortem. These cases in their previous history 
resembled those who recovered, in whom I was 
unable to demonstrate an acute ulcer. 

Unfortunately, diagnosis is only made possible by 
hemorrhage, or very rarely by perforation, so that 
only in these cases is treatment at present possible. 
It should be on surgical lines—rest to the diseased 
part and removal of infection. This would, I am sure, 
save many from the development of chronic ulcer and 
the later onset of carcinoma. That acute ulcer is often 





5 Brit. Jour. Surg., July, 1923, p. 7. 





followed by the chronic variety and the latter bh 
carcinoma is undoubted. The larger my experien 
of gastric surgery, the more strongly do I hold th 
view that carcinoma is a frequent complication « 
chronic ulcer, which should be ever present in ou 
mind when advising and undertaking treatmen( 
Hardly a week passes in which I do not operate o 
some patient, with a history extending over man 
years so definite that gastric ulcer could be diagnos: 
—only to find carcinoma too late for removal. Whi! 
revising this address I have explored a man with 
history of attacks of pain after food extending ov, 
many years and diagnosed ten years previously 
ulcer, who for the past nine months had had ; 
remission, it proved to be advanced carcinoma ; t! 
day previous to this a patient who is the most rece: 
illustration of the connexion, acute ulcer, chron 
ulcer, carcinoma, 

A woman of 59 came under my care with the following 
history: At the age of 35 she had an acute painless hemat- 
emesis of a severe nature. She then had occasional attack. 
of ‘indigestion ’’ to which she paid little attention until! 
four years previously, when she began to get definite attacks 
of pain after food lasting two to three weeks, with intervals of 
three or four months of perfect health. For three months 
before I saw her she had had pain every day with occasiona| 
vomiting. At operation, on Feb. 12th, I found inoperab): 
carcinoma of the body of the stomach. 

The cases of presumably acute ulcers with hamat 
emesis should be given morphia and as much wate: 
by the mouth as the patient wishes. Such treatment 
as an ice-bag to the epigastrium, withholding of al! 
fluid by the mouth, is illogical. Patients suffering 
from the results of hemorrhage should be kept warm : 
ice applied to the epigastrium would have the opposit« 
effect, and although it might constrict the superficial 
vessels it certainly would not have this effect on thos 
of the stomach, rather the reverse. Sucking ice is 
similarly unwise. There is no reason whatever to 
withhold water, it can do no harm. Operation should 
never be carried out in these acute cases with hamat- 
emesis. The acute ulcer cannot be dealt with directly : 
gastro-jejunostomy cannot check the bleeding and 
adds enormously to the mortality, which is low. When 
the bleeding has ceased, every effort must be made to 
arrive at a diagnosis of the cause ; splenic conditions, 
carcinoma of the stomach, cirrhosis of liver being 
borne in mind, as they may each cause haemorrhage 
without any prodromal symptoms. If acute ulcer is 
the diagnosis, careful search should be made for 
septic foci, in the mouth, naso-pharynx, ears, and such 
dealt with. If no external exciting cause is discovered, 
the question of abdominal exploration should be 
considered, and I am of the opinion it is the safest 
procedure. In any case, if relapse occurs it should not 
be delayed longer than to give the patient time to 
recover sufficiently from the effect of the bleeding. 
Dealing with infection in the abdomen may prevent 
the formation of other acute ulcers and their develop 
ment into a chronic condition. I am firmly con 
vinced that this treatment prevents the occurrence o! 
further acute ulcers. 

Among these 63 cases explored are 29 in which 
definite disease of the appendix was present. in 27 no 
further hemorrhage took place. In two it reeurred 
within a year, and it is a striking fact that in both 
these patients the disease in the appendix was only 
discovered on microscopic examination, to the naked 
eye it was normal. All these were over three years 
ago, 13 of them over five. The following is a recent and 
most striking instance in a boy of 12 who was not 
restored to health without surgical intervention. 

He was admitted to the wards of the medical unit, unde: 
the care of the director, Dr. Charles Miller, in January, 1921. 
He had had a profuse hematemesis, with a relapse in thre+ 
days and a further hemorrhage the day after his admission. 
He remained in hospital for three months and then went to 
a convalescent home for five weeks. He was readmitted i) 
September after a further hamatemesis, which recurred 
after he had been in hospital four days. There was no 
evidence of any external infection ; at no time had he had 
pain or indigestion. As his condition remained unsatisfactor) 
and he was not recovering, I was asked to see him, and 01 
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Jan. 10th, 1922, 

ver and spleen, were normal. The gall-bladder appeared 
normal. I explored it internally, took a specimen of bile. 
nnd removed the appendix, which was thickened and 
-ontained fluid. Films of this showed pus and many 
pacteria. Cultures from gall-bladder were sterile. He is 
now in perfect health and started work last August. 

The infection may be in the gall-bladder and 
treated equally successfully. I have previously pub- 
lished * examples of acute ulcer, with hemorrhage and 
perforation, associated with infection of the gall- 
bladder, the patients being free from gastric symptoms 
now eight and 12 years ago. Previously to January, 
\922. | had removed the gall-bladder in 11 patients 
with hematemesis. Since that date I have operated 
on four and in all cultures of the bile grew colon 
bacilli. In none has there been any recurrence of 
vastric symptoms. 

In a large number of cases of chronic gastric ulcer 
in women we find a definite history of attacks of 
painless hematemesis and of vague discomfort after 
food, caused, I believe, by the acute ulcer before the 
onset of the typical chronic ulcer symptoms. I am 
of the opinion that treating the acute ulceration when 
we can diagnose it, in the way I have suggested, will 
prevent the development of chronic ulcer. Not only 
are the cases I have quoted clinical evidence of my 
belief, but I have been able to keep some patients 
under special observation. I am surgeon to the 
nursing staff and am thus fortunate, in that I am able 
to follow up the cases. I have operated upon three 
nurses who had had attacks of hamatemesis such as 
| attribute to acute ulceration. As there was no 
external cause of infection I explored and removed the 
appendix, which was the only obviously diseased 
organ. All three have remained well and at work 
for eight, nine, and ten years. We are not, however, 
always successful ; we may fail to discover the cause, 
or be too late in its removal, so that the ulcer may 
recur or become chronic. The cause of chronicity we 
know, from Bolton’s experimental work, to be excess 
of acid and delay in emptying the stomach. Clinical 
confirmation of this is obtained from the healing of 


I operated ; the stomach and duodenum, 


chronic ulcers after gastro-jejunostomy, when acidity | 


is lowered and gastric stasis abolished. 
RECURRENT ACUTE ULCER. 

There is a variety of ulcer little recognised, met with 
most often in women, particularly those with gastric 
ptosis, and frequently associated with repeated 
attacks of ha#matemesis; it is the recurrent or relaps- 
ing acute ulcer, with definite healing taking place 
between the attacks. The scarring which results 
may produce an hour-glass stomach and in about 
S per cent. of the cases at the time of operation for 
this condition the ulcer has healed. If not producing 
deformity the scars are easily overlooked and only 
revealed on careful search and are usually found close 
to the lesser curvature on the posterior surface of the 
stomach. Unless producing deformity, treatment 
should be directed towards other abdominal organs, 
notably the appendix and gall-bladder, to deal with 
the causative infection. These ulcers relapse, even 
when soundly healed. The following is a good 
example: In November, 1913, I operated upon a 
woman, aged 30, who gave a 14 years’ history of 
periods of pain after food, with three attacks of 
hematemesis. I found an hour-glass stomach with a 
strait which would only admit my index finger. 
Exploration of the stomach revealed no recent ulcera- 
tion, there was much visceroptosis, and I decided 
it would be worth while doing a gastro-gastrostomy : 
two and a half years later I had to do a partial 
vastrectomy on account of recurrence of symptoms. 
The specimen showed the anastomosis perfect. with 
recent acute ulceration in ascarred area on the posterior 
surface of the stomach. This patient has remained 
perfectly well. 

What is the relationship that exists between the 
acute ulcer, the relapsing, and the solitary chronic 


* Lectures on Stomach and Duodenum, 1921, p. 12 





round ulcer, the last variety so much more common in 
men, the well-known penetrating type which when 
situated on the posterior surface of the stomach 
involves the pancreas? These latter ulcers rarely 
cause an hour-glass stomach; when one is found in 
association it is usually due to the scar tissue formed 
by the healing of relapsing ulcers. I believe that the 
difference is to be found in the much greater acidity 
of the gastric contents in men than in women. In 
women the lower gastric acidity allows healing of the 
ulcer, the contraction of the scar tissue so produced 
accounts for the hour-glass stomach. This will 
explain why this relapsing type is so much more 
common in women and why hour-glass stomach is so 








rarely met with in men. I believe that in the true 
chronic ulcer healing does not take place between 
the attacks. As evidence of this we have acute 
perforation, by no means uncommon, or hemorrhage, 
when the patient is apparently well. Spread in this 
variety results in perforation into the free peritoneal 
cavity, or erosion of the pancreas or liver and 
occasional hemorrhage. It is this ulcer which is the 
precursor of malignant disease. The scars that are 
frequently found in the post-mortem room are not 
the scars of this type which destroy all the coats, but 
those of relapsing or acute ulcers. 

I am convinced that they all own one cause and 
that it is possible, as I mentioned before, to arrest 
the disease before it reaches a chronic stage when 
nothing but a direct operation on the stomach is of 
avail. The following case seems to me to illustrate 
the development of a chronic ulcer from an acute. 
I believe that if abdominal exploration had been 
carried out earlier, as in the case I have quoted, it 
would have been possible to have prevented this. 








In December, 1923, I operated on a girl of 24 with the 
following history: At the age of 17 she was treated in 
hospital for an attack of painless hematemesis. She had a 
further attack in 1920 when she was again treated in hospital. 
In November, 1922, she was once more admitted as she had 
begun to experience pain after food ; her test-meal was then 
normal. After medical treatment she remained well for a 
year when she again had symptoms and was again an 
in-patient. On this occasion her test-meal was free HCl 0-26, 
total acidity 78, a very marked increase. After admission 
she had a copious hemorrhage, vomiting blood on five 
occasions. At operation I found a chronic ulcer on the 
arterior surface of the first part of the duodenum which I 
destroyed by cautery and performed a _ posterior gastro- 
jejunostomy. I then looked for evidence of infection ; the 
gall-bladder appeared normal on external and internal 
examination, but the appendix was fibrotic in its terminal 
half and the pathological report was chronic appendicitis. 
She left hospital for convalescent home 14 days later with a 
test-meal finding of free HCl 0-0 and total acidity 23. 


This case seems to illustrate the transformation of 
an acute into a chronic ulcer with rise in gastric 
acidity, in spite of medical treatment under the best 
possible conditions. 

It has fallen to my lot on several occasions to have 
to explore on the diagnosis of ulcer and find none, 
only to have to re-operate a few years later and 
discover a large ulcer. The following is an example :— 

In October, 1915, I saw a woman of 31 with a history of 
attacks of pain of three to four weeks’ duration with free 
intervals of about a month, which had extended over three 
years. Test-meal normal, free HCl 0-09, total acidity 49 ; 
barium meal negative. I explored and found a suspicious 
scarred area on the lesser curvature, but no definite evidence 
of ulceration. I therefore opened the stomach widely on its 
anterior surface and searched with a head light and speculum. 
I could discover no ulcer. I removed her appendix which was 
bound down at its base and contained a soft concretion : 
my note says, ‘‘ but was otherwise normal.’’ Microscopical 
report—‘‘ slight submucous fibrosis and muscular hyper- 
trophy of tip of appendix.’’ Sheremained well for a year,and 
her symptoms recurred and for the eight months before she 
again came to see me she had had pain and vomiting. Her 
test-meal showed increase (free HCl 0-12, total acidity 60) 
and the barium meal a penetrating ulcer. Two years after 
the first operation I did a partial gastrectomy for an ulcer 
on the lesser curvature and posterior surface which was 
eroding the pancreas posteriorly for an area of 1 by } inch. 
On examining the part removed I found a linear scar where 
I had opened the stomach, far removed from the ulcer. 
| She has remained quite well. 
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This case is an example showing that the relapsing | there is no satisfactory evidence, although he quot: 


type of ulcer may become the chronic. 

I have also had to operate on several patients who 
had been explored by others for hematemesis and 
after a lapse of years found a definite chronic gastric 
ulcer. Similarly, I know of two patients of my own 
whom I explored for ulcer on account of haemorrhage 
and in whom, similarly, a chronic ulcer was found 
by other surgeons. 


HoOUR-GLASS STOMACH. 


To pass now to a further consideration of a subject 
I have already mentioned, hour-glass stomach. It is 
astonishing that carcinoma so rarely supervenes on 
this condition. Thus, among 119 cases of hour-glass 
stomach operated upon up to Jan. Ist, 1924, there 
were only four cases of carcinoma, all women. In 
three of these the history pointed to it having 
followed on chronic ulcer. One case is unique in my 
experience ; there were two chronic ulcers, one on the 
lesser curvature about an inch from the pylorus 
producing a large pyloric pouch and obviously 
malignant, and one high up on the lesser curvature 
with a small cardiac pouch. I successfully carried 
out partial gastrectomy. The report on the specimen 
by Dr. H. M. Turnbull showed that carcinomatous 
change had started in a simple ulcer and that the other 
uleer was wholly innocent. In none of the 83 cases in 
which partial gastrectomy was carried out for hour- 
glass stomach due to what was diagnosed as simple 
uleer was carcinoma discovered on microscopical 
examination. The great rarity of hour-glass stomach 
in men is striking. I have already mentioned what I 
considered the explanation of the frequency of this 
condition in women. Among the 114 cases of hour- 
glass stomach due to ulcer, only 12 were men, a very 
marked difference to the usual incidence. Thus, of 
600 cases of chronic gastric ulcer operated on to 
Jan. Ist, 1924, 372 were men. 

There is another point in connexion with hour-glass 
stomach in women: chronic duodenal ulceration is 
not infrequently found associated with it. The 
combination of the two is relatively no more often 
met with in women than in men, when looked at from 
the gastric ulcer standpoint ; thus in 55 of my gastric 
ulcer duodenal ulceration was also present— 
30 men and 25 women. But we must remember that 
chronic duodenal ulcer itself is infinitely more common 
in men; thus of the 768 cases of chronic duodenal 
ulcer, 130 only were women, and it is striking that in 
the 25 of these in which gastric ulcer was present, an 
hour-glass stomach had been produced. In none 
among the 30 men was this complication found. I am 
under the impression that, as with acute appendicitis, 
ulcer is becoming a more common disease in women. 
Thus, in my first 100 cases operated on for chronic 
duodenal ulcer there were 16 women, in my last there 
were 27. A similar change is noted in chronic gastric 
ulcer. In my first 100 cases, 67 were men, in my 
last 100 only 59. It is difficult not to associate this 
with a similar striking change in the sex incidence in 
acute appendicitis. Thus, in the year 1922, 625 cases 
of acute appendicitis were operated on at the London 
Hospital, 278 were females (44°5 per cent.). In 1907, 
311 cases were operated on; 109 (35 per cent.) only 
were female. I have taken only the acute cases, as in 
these there can be no dispute as to the diagnosis. 
Rendle Short,’ in his paper on the causation of 
appendicitis, has also noted this. He wrote: ‘* There 
used to be a marked disparity between the sexes, 
males being more liable. Many early figures gave the 
proportion as 3 males to 1 female. Of late years 
the difference has been less marked. In 1918, 1298 
males died of the disease in England and Wales. and 
1118 females.” 

It is not, I think, generally recognised that gastric 
and duodenal ulcer is often familial, and, although it 
is not using the term strictly correctly, hereditary. 
I have no doubt upon the subject, but Bolton*® says 


cases 


Brit. Jour. of Surg., October, 1920, p. 174. 
*Uleer of Stomach, p. 15. 





Dreschfeld® on the subject, who regarded the eviden: 
as conclusive. I have many times operated ©) 
individuals of the same family, on several occasio 
after fatal disaster had happened to another memly 
from perforation, and have more often obtained 
definite history of operations for the same conditic 
in others. I think it unlikely that it has to do wit 
the stomach itself, as in one member of the family t] 
ulcer may be gastric, in another duodenal. I thin 
the reason must be sought in the exciting caus 
I have recognised for many years that disease of th, 
appendix tends to run in families, father or mothe: 
and then the children. I have operated on parent 
and children for acute appendicitis, not in an epidem 
form but with the lapse of years. I have alway 
looked upon this as being the result of some inherit: 
anatomical peculiarity of the appendix tending t 
inefficient drainage, hence increasing the liability 1 
infection. There can be now, at any rate amon: 
surgeons, no hesitation in accepting infection from t]), 
appendix as a cause of gastric and duodenal ulceration, 
and it appears to me that we have here the probab|: 
cause of the prevalence of ulcers in members of t]} 
same family. I have recently had a son sent to me. 
to be operated on for chronic ulcer at the age of 21. 
by his mother, upon whom I carried out  partia| 
gastrectomy for carcinoma 13 years previously, aft: 
she had had symptoms pointing to chronic gastri 
ulcer for 27 years, and many cases in which parent 
I had successfully operated on sent their children to 
undergo the same treatment. I have also had severa| 
cases in brothers and sisters; one that created a deep 
impression on me was an instance in which I did a 
partial gastrectomy for hour-glass stomach in on 
sister, the other was brought to me and at operation 
I found carcinoma had developed. The elder siste 
I operated upon in November, 1919. She wa 
38 years of age and gave a 21 years’ history of attack 
of pain after food. I found an hour-glass stomac) 
due to an ulcer on the lesser curvature, extending 1 
the posterior surface and eroding the pancreas, wit! 
much scarring cn the anterior surface, with a lary 
pyloric pouch from stenosis caused by a chroni: 
duodenal ulcer. I did a partial gastrectomy and she 
has been in perfect health since. She sent her siste! 
to me last March. She was 31 years of age with 
ten years’ history of attacks of pain after food whic! 
for the previous six months had continued without 
remission. J] found inoperable carcinoma of the 
stomach. It is interesting to compare the two end 
results and to speculate on the reason for thei: 
difference: the gastric ulcer in the one case leadin. 
to an hour-glass stomach, in the other carcinoma. 
Were we able to solve this problem we should be very 
near victory over malignant disease. 


SECONDARY ULCERATION, 


Unfortunately, we have sometimes the opportunit) 
of tracing the development of a chronic ulcer in th: 
secondary lesion that may arise after gastr 
jejunostomy. We know that at the time the anasto 
mosis is made there is no ulceration in the jejunum. 
We also know from the classical animal experiment 
of Bolton that in order to produce gastric ulceratio: 
there must be damage to the mucous membrane and 
a certain degree of free acid in the gastric contents. 
and that the healing of these may be delayed and th 
lesion become chronic in the presence of an excess 0! 
free HCl. The damage to the mucous membrane of 
the jejunum may be brought about by infection that 
we failed to treat at the original operation. Anothe: 
form of damage is the use of unabsorbable suture and 
bruising by clamps. But I do not believe that any 
of these, except the use of unabsorbable sutures, i 
sufficient in itself. If the operation permanent] 
abolishes free HCl in the gastric juice, chronie ulcera 
tion does not occur. I drew attention to this in m)\ 
Hunterian '° lecture and, for reasons there given. 


* Allbutt : 1910, vol. iii., 
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consider it an important cause. I think there is no 
doubt that a large opening removed from the pylorus 
produces the greatest lowering of gastric acidity, and 
uterference with the pylorus by exclusion, or the 
presence of adhesions, an important factor in 
keeping up the post-operative acidity. I am a whole- 
hearted believer in the ** physiological,” or, as I prefer 
to call it, the chemical action of gastro-jejunostomy, 
is opposed to the purely mechanical. In a discussion 
it the Harveian Society,"! I pointed out that if the 
post-operative test-meal showed little or no reduction 
ff acidity, although the stomach may be emptying 


Is 





apidly through the new opening, the patient may have | 


further digestive trouble. 
im still working but I can give a few results. 
{ will relate a case. 

In March, 1920, I operated on a male patient aged 52. 
| found a .arge ulcer of the first part of the duodenum with 


First. 


It is a subject at which I | 


gastric acidity, and in all of these except 11 I had 
made a special note of some abnormality, the most 
common being adhesion to the gall-bladder or liver 
(17 cases), Opening nearer pylorus than usual (3), 
smaller than usual (2), ante-colic operation (1), 
bruising around anastomosis (clamp) (3). Seventeen 
have had further symptoms—tive jejunal ulcers. In 
131 cases free HCl was absent and the total acidity 
low ; not one of these has had any return of symptoms. 
There are 65 in which there was very great 
reduction, but not to the abolition of free HCl; these 
are all perfectly satisfactory. Fifty-two in which it 
was reduced to normal; while most of these remain 
quite well, symptoms were present in five but none 
developed a jejunal ulcer. We have here, I am sure, 


cases 


| material bearing very directly indeed on the production 


. perforation at its centre closed by the gall-bladder which | 


was definitely thickened. I separated these adhesions and 
closed the perforation. His condition would not allow any 
ther treatment, His pre-operative test-meal was free 
HCl 0-18, total acidity 75, his post-operative, free HCl 0-17, 
ind total acidity 63. At the present time, in a case of this 
nature, I should as soon as possible deal with the affected 
yall-bladder and remove the appendix. 


He remained well for | 


two months only and then began to get the pain typical of | 


j-junal uleer; to the left of the umbilicus late after food, 
waking at 2 or 3 A.M., and relieved by food. IT had him under 


observation in September of the same year when his test- | 


meal was free HCl 0-19, total acidity 79, and the barium 
meal report suggested ulcer at the stoma. I kept him in 
bed on alkalies, atropine, and diet, and at the end of three 
weeks he considered himself quite well and there was a slight 
lowering of gastric acidity. Three months later the same 
symptoms recurred and his test-meal was free HCl 0-18, 
total acidity 70. 
| found the duodenal ulcer healed and a chronic ulcer on the 
anterior surface of the jejunum. I did a partial gastrectomy ; 
he had an uninterrupted recovery and his test-meal three 
weeks later showed free HCl 0 and total acidity 10. In 


|way | 
| this 


| chronic 


I therefore re-operated on June 21st, 1921. 


this particular case the pylorus was interfered with in suturing | 


the perforation and there was a definite focus of infection. 


That increased gastric acidity is a most important 
factor in the development of secondary ulcers 
certain. I will briefly give you the reasons for coming 
to this conclusion. In the first place there is the great 
rarity, as | have previously pointed out, of jejunal or 
gastro-jejunal ulcer in women; it has only arisen in 
three of my cases, in two it was directly due to a silk 
suture, in the third catgut only had been used, and the 
second operation was carried out by another surgeon. 
Its very great rarity after operations for gastric ulcer 
in both sexes is also well known; I have only seen 
one true jejunal ulcer. It occurred in 1911 in a male 
patient, aged 29, whose gastric acidity was higher 
after operation than before, free HCl 0-11, total 
acidity 52, to free HC] 0-16 and total acidity 64. The 
operation had been difficult. IT excised a chronic ulcer 
from the centre of the lesser curvature and then did 
a gastro-jejunostomy, and I noted that I was not 
satisfied with the size of the new opening. 


Is 


The | 


| a 


of ulcers, and it shows beyond a doubt how bound up 
it is with the question of gastric acidity. That there is 
some specific cause acting in the formation of jejunal 
ulcers obvious from the fact of their frequent 
recurrence if they are simply excised, just as we know 
the frequency with which a chronic gastric or duodenal 
ulcer, which has perforated, will give rise to further 
symptoms, sometimes even to a second perforation 
with fatal results, unless curative measures are adopted. 
To prevent the occurrence of secondary ulceration 
all infective foci should be dealt with, no unabsorbable 
material or jejunal clamp used, and a large anasto- 
mosis made removed from the pylorus—in this 
have been able to reduce the incidence of 
complication to the very small figure of 2 
276 consecutive cases of gastro-jejunostomy for 
ulcer, operated on more than two years 


Is 


in 


ago. 

I have tried to emphasise the importance of recog- 
nising and thoroughly treating acute ulcers, so that 
the onset of the chronic type may be prevented, and 
to point out that although by surgery chronic gastric 
and duodenal ulcer can be treated with little risk and 
high percentage of cure our aim should be to 


| prevent their occurrence. 


pylorus was not excluded nor the appendix removed. | 


Three months after the original operation I excised 
a jejunal ulcer and removed his appendix, but his 
acidity remained high, free HCl 0-13 and total acidity 
60, and I heard in 1920 that he had had a recurrence. 
The rarity of any variety of secondary lesion after 
operation for chronic gastric ulcer is, I think, explained 


the fact that the post-operative acidity is very markedly 
reduced in a large percentage of cases. Thus, in 123 
post-operative  test-meals, after simple — gastro- 
jejunostomy for a chronic gastric ulcer, in 99 there 
was an absence of free HCl and a low total acidity, 
in 15 it was much diminished, in eight reduced to 
normal, in only one not reduced—the case I have 
quoted. 

To turn now to chronic duodenal ulcer. To the end 
of the year 1922 I have notes of pre- and _ post- 
operative test-meals on 285 cases of chronic duodenal 
uleer; 37 of these showed little or no reduction in 
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by the lower acidity met with in this condition and to | and relative quiescence. 
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DIFFICULTIES in diagnosis are not the only problems 
which confront us in the management of a case of 
pulmonary tuberculosis. To determine the value of 
any method of treatment a matter of singular 
difficulty. This is intelligible when we consider the 
long course of many cases, showing periods of activity 
The tendency to spontaneous 
arrest also complicates the decision as to the efficacy of 
a given mode of treatment. Moreover, M. L. Renon 
writes of ** a normal coefficient of improvement ”’ for 
any remedy, due largely to the psychic effect upon the 
patient. A most striking illustration of this is afforded 
by the observation of Mathieu and Dobrovici in 1906. 
They prepared certain patients for what they described 
as a valuable new remedy for the disease, and after 
careful records and the usual preparation accorded to 
patients undergoing a new treatment on its trial they 
gave daily injections of 1 c.cm. of normal saline, to 
which they gave the high sounding name of “ anti- 
phymose.”” The results were strikingly similar to 
those we are accustomed to see recorded in the earlie! 


Is 
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days of any new treatment. There was a marked 
amelioration of symptoms, fever abated and even an 
actual gain of weight occurred. Even in animals it 
would seem that it is easy to assume too hastily that 
a treatment is beneficial. Dr. E. H. Kettle, in a recent 
paper,' has urged that the criteria of cure in experi- 
mental animals like the guinea-pig, require more rigid 
analysis than they sometimes receive. 

In view of these significant observations, which 
should be known and recognised as widely as possible, 
it is important for us all to adopt a critical attitude of 
mind in regard to any treatment and to moderate our 
enthusiasm until it can be demonstrated that it gives 
results superior to the ** normal coefficient of improve- 
ment.’’ We must avoid the attitude of the old lady 
who said, *‘ It must be good, my dear, the advertise- 
ments speak so well of it ’’ and adopt the Hunterian 
maxim, ‘‘ Prove all things, hold fast that which is good.” 
Judged by this standard many forms of treatment 
which have had more than an ephemeral vogue should 
be discarded. At the same time it is wrong to adopt 
the attitude that every treatment, other than that of 
the therapeutic triad, air, food, and rest is useless. 
Bearing in mind these considerations we may now 





briefly consider various forms of treatment which have 
been recommended. 

SPECIFIC FORMS OF TREATMENT. 
(a) Tuberculin. 


Probably no remedy in the whole realm of thera- 
peutics has been so widely debated as this. Since 
its introduction by Koch in 1891, it has been the 
subject of waves of enthusiasm and of depreciation. 
It has probably suffered more from the intemperate 
zeal of some of its advocates than from the criticism 
of impartial workers. That it has failed to realise 
the hope that it would be a specific cure for the disease | 
there can be few to deny. On the other hand, that it 


can be a useful agent in treatment is well established. 
It is significant that it is in the localised or surgical | 


forms of tuberculosis that it seems to have |} 
given the best results, while in the pulmonary forms 
of the disease it has proved most disappointing. | 
Numerous attempts to modify it have been made and 
the list of products derived from the bacillus and from | 
its culture media, which have been employed, is a | 
very long one. Without any attempt to be exhaustive 
I have obtained a list of over 80 of these products. | 
It is worthy of notice that in the treatment of the 
surgical forms the varieties of tuberculin used are 
few and are chiefly the early products of Koch— 
namely, old tuberculin, T.R., and B.E.—either of 
human or bovine origin. In pulmonary cases it has 
been found that a high degree of tolerance to tuberculin | 
may be induced by administration of this substance | 
to patients without cure of the disease ; indeed, this 
tolerance may coexist with progressive activity of 
the pulmonary lesions. The reasons for these | 
discrepancies are still obscure, but it is tempting to try 
to explain them in terms of the views on the pathology 
of the disease to which I referred in my first lecture. 
The surgical form corresponds to the secondary stage, 
when the immunity responses may be incomplete and | 
tuberculin may be helpful, whereas in the pulmonary 
forms, as shown by Sir Almroth Wright, the hemo- 
bactericidal power may be high, but the local condition | 
may be active, and it may be, as he suggests, that the 
more fruitful line of attack may prove to be by 
increasing leucocytie activities. , 
Practically all tuberculins fall into three groups: | 
(1) The soluble products of the growth of the tubercle 
bacillus, in various media, the exotoxins, of which the 
type is Koch’s original old tuberculin (T.); (2) the | 
insoluble residues of the bacterial bodies after extrac- | 
tion, of which the type is T.R.; (3) mixtures of both 
of these, such as B.E. More recently Much and | 
Deycke have fractioned the bacillus in different wavs | 
and obtained different substances, which are called | 
partial antigens or partigens. In treatment 
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either | 


| for therapeutic purposes. 


| days. 


; inunction. 


the bovine or human forms of tuberculin may be used, 
and some authorities start with bovine and go ©) 
afterwards to human. Friedmann prepared a vaccin: 
from bacilli from the turtle, which has been trie« 
extensively in Germany and America. There seem 

little doubt that it has no advantages over other forms 

indeed, Fishberg classes its results as entirely analogou 

to those of antipnymose, and therefore simply due t: 
the psychic effect of a special treatment. : 

Effects of Tuberculin.—Tuberculin when injecte: 
into a person who has never had tuberculosis or bev) 
exposed to infection is a non-toxic substance. Whe: 
given to those who have been infected or are allergi: 
a tuberculin reaction occurs. This consists of thr 
distinct effects: (a) A local reaction at the site « 
inoculation, which varies from transient redness ani 
swelling to extensive infiltration of the subcutaneou 
tissue followed by softening. (b) A focal reactio 
at the site of the lesion, demonstrated by reactiy 
changes, such as pain, hemoptysis, increased sputun 
and even by demonstrable alteration of physica 
signs. (c) A general or systemic reaction evidence: 
by fever, malaise, headache, and other indication 
of intoxication. 

There are two chief methods of employing tuberculi: 
In one of these it is give: 
in increasing doses at intervals of from three to ten 
In this method reactions are expected, but 
they are kept within moderate degrees and are used 
to determine the amount and the spacing of successiv: 
doses. The object is to achieve a high degree o! 
tuberculin tolerance. This is probably the mor 
effective method in localised or surgical tuberculosis, 
but it is not devoid of danger in pulmonary case: 
The other method is to start with very small doses ani 
not to increase the dose till the patient is immune t 
that last given. In this method reactions are avoided 
as far as possible, and tuberculin sensitiveness | 
retained. This, in my opinion, is the only safe method 
in pulmonary cases. The doses are usually measure: 
in milligrammes, as described by Koch, or in cubic: 
centimetres of the original fluid supplied by th: 
makers. Riviere and Morland suggest the use ot 
the cubic millimetre as the measure of dosage, 
method which has definite advantages. The prepara 
tion of dilutions is easily effected by means of a seri 
of sterile amber-coloured glass bottles. Into eac! 
of these 9 c.cm. of a 0-8 sterile solution of sodiun 
chloride in water containing 0-5 per cent. of pheno! 
is placed. To the first of these 1 c.cm. of the origina 
tuberculin solution is added. After thoroug! 
admixture 1 c.cm. of the resulting lin 10 dilution i 
put into the second giving a 1 in 100 dilution and sv 
on. The sixth bottle will contain a dilution of 1 in a 
million and 1 ¢.cm. of this fluid would be equal to 
0-001 c.mm. of the original fluid. Since the variou 
tuberculins as supplied differ in strength this dos: 
would be equivalent to 1/1000 mg. in the case of T.. 
B.F., or A.F. 1/100,000 mg. of T.R. and 1/500,000 meg. 
of B.E. In the case of the second method of using 
tuberculin, these are suitable doses to commenc: 
with. Those who use the first method often commence: 
with much larger doses, even as large as 0°5—1-0 e.mm 
of the original fluid. 

Tuberculin has been given by the mouth, by th: 
rectum, by nasal insufflation, and by percutaneou 
The only reliable method is by hypo 
dermic injection under ordinary aseptic precautions, 
although in gland cases good results are on record 


| from inunction. 


Partial Antigens and Defatted Vuccines.—Th 
observations of Deycke and Much are of great interest 
and deserve more attention than they have received 
in this country. In the first instance by treating th: 
bacilli with lactic acid they obtain two fractions: 
(1) referred to as M. Tb. L., which is soluble and contain 
the toxin partigen ; (2) referred to as M. Tb. R., whic! 
is the residue. This they fraction further into thre 
parts called respectively A., F.,and N. A. represent 


| the protein fraction, F. the fatty acid lipoid mixtur 


and N. the neutral fat, wax, fatty aleohol group 
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In treatment they use either the mixture M. Tb. R. or 
the three partigens \., F., and N. either singly or in 
varying combinations. The method as employed by 
Much is somewhat complicated.? He first determines 
the patient’s sensitiveness to M. Tb. R. and to A., F., 
and N., by intracutaneous tests. He then gives 
daily injections of A., F., and N. in the proportions 
these tests demonstrate to be necessary, increasing 
the dose gradually. Then after an interval of two or 
three weeks further tests are carried out and a further 
of partigens in appropriate strength and 
proportions is given. Much claims that by this 
method the toxie factor M.Tb. L. is removed, 
whereas it is retained in the ordinary forms of tuber- 
culin. More recently he has suggested that some of 
the beneficial effects of treatment by bacterial 
fractions are non-specific. His method has been 
«extensively used in Germany by various observers, 
notably Klare, Altstaedt, and Ott. The statistics 
ecorded are contradictory, some describing excellent 
esults, others, like Ott, maintaining that the method 
has no advantages over tuberculin. 

\ recent modification of tuberculin, the 

vaccine *’ of Dreyer* has attracted a considerable 
mount of notice. Tubercle bacilli are treated with 
ot formalin and extracted with acetone repeatedly 
until they are non-acid fast or ** defatted.” They are 
then dried and ground with sterile salt solution. 
\fter dilution the suspension is centrifugalised, the 
clear fluid is pipetted off, and the amount of defatted 
hbacillary substance in it is determined. From this 
stock suspension the doses of vaccine are prepared. 
This substance is still on its trial, and no definite 
statement can yet be made as to its value. It seems 
not to cause the local reaction seen with the ordinary 
forms of tuberculin. 

Other forms of defatted tubercle vaccine have been 
prepared in Germany—e.g., Uhlenhuth used trichlor- 
«thylene for this purpose. As at present used tuber- 

ulin seems to have only a limited field of action in 
pulmonary cases. In general I am more convinced 
of its power for harm in pulmonary cases than of its 
isefulness, unless it is given cautiously under such 
conditions as I have just mentioned. In my experience 
its chief use has been in cases which have proceeded 
to arrest, but in whom there is still left a small amount 
of sputum containing tubercle’ bacilli. Cautious 
administration of small doses of B.E. or T.R. avoiding 
zxeneral or focal reactions, if possible, seems sometimes 

» dry up the sputum and to consolidate arrest. 
\lthough it has been recommended in febrile cases. 

employment here seems to me irrational, if not 
dangerous. It is obvious that if it is given in doses 
ufficient to cause a severe focal reaction or a marked 
ceneral reaction serious harm may ensue. 

It is possible that some modification of the partigen 

catment may prove of value in prevention and in 
treatment, but it must be confessed that at present 
{le omens in regard to tuberculin treatment in 
pulmonary cases are not favourable. 


course 


* diaplyte 


(b) Serum Treatment. 


Many attempts to afford some degree of passive 
mmunity by serums have been made, but 
the results seem to have been even less encouraging 


so far 


than those of tuberculin. I find no than 18 
different serums mentioned. The earliest of these is 
that of Maragliano, first used in 1895 but now discarded, 
Marmorek’s serum was introduced in 1903 and was 
tried in this country for atime. Recently. considerable 
otice has been given in the lay as well as in the 
medical to the treatment proposed by Mr. 
Spahlinger, of Geneva. Full details of his method 
have not been published, and certain of the processes 
used in the preparation of his remedies have hitherto 
heen kept secret. In far his treatment has 
been described by him, it consists of two forms, one 
f which, the antitoxin, is primarily intended for the 
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acute cases, while the other involves active immunisa- 
tion and is carried out by bacillary extracts or vaccines 
prepared by special The ‘ complete 
is said to be both antitoxic and bacteriolytic, 
and is made up of several ** partial serums ”’ derived 
from horses treated with various toxins separated from 
the tubercle bacillus and its products, together with 
some serums obtained by inoculation of horses with 
certain secondary organisms. In the vaccine treatment 
four distinct vaccines are employed, each given in 
a separate course, the treatment being spread over 
several months. From various causes there has been 
great delay in preparing the complete serum, and 
restrictions and difficulties have been placed in the 
way of its widespread trial. A certain number of 
have been recorded apparently showing 
encouraging results, but sufficient data are not vet 
forthcoming to allow of a critical examination of th« 
value of this treatment. 

Quite recently Uhlenhuth has prepared a serum 
from cattle inoculated with large doses of avirulent 
tubercle bacilli, and this has been used by Czerny in 
20 cases of severe tuberculosis of the lung with good 
results. 

Spengler’s I.K. treatment may here be mentioned. 
It is made from the red blood corpuscles of rabbits 
immunised with the Bacillus humano-lonqus. They 
are freed from protein and pigment and used in lactic 
acid suspension. This treatment now has very few 
adherents in this country. 


processes, 


cases 


Secondary Infections. 

The role of secondary infections in this disease 
has been much discussed. It has been supposed that 
secondary organisms might play an important part in 
the breaking down of tuberculous lesions and in causing 
thesymptomsassociated withthem. Thisis nowgenerally 
regarded as incorrect, the tubercle bacillus being held 
responsible for all of the manifestations of the disease. 
Examination of the sputum of tuberculous patients 
often shows other organisms besides the tubercl+ 
bacillus, notably streptococci, pneumococci, staphylo- 
cocci, Pfeiffer’s bacillus, the Wicrococcus catarrha!is, 
Micrococcus tetragenus, and Friedlander’s bacillus. It 
is difficult to determine whether these, when present, 
play any active pathogenic rdle. Autogenous vaccines 
made from these frequently seem to have little effect. 
On the other hand, there are cases in which they 
appear to act almost dramatically. Dr. R.C. Wingfield 
has published an interesting note on this subject. 
He points out that there is a type of case in which an 
autogenous vaccine is well worth trying. The patient 
generally has chronic frequently rather 
extensive, and at intervals of a few get- 
pyrexial attacks lasting four or five days, 
apparently due to tuberculous auto-inoculation. Dr. 
Wingfield has usually found a st reptococcus in these 
cases, and has had good results from vaccine treatment. 
He also their trial in which 
fire.’ I can confirm these observations 
advise the use of vaccines in 
catarrhal or bronchitic signs. The subject has recently 
been discussed at the French National 
Strasbourg * and seems worthy of further investigation. 
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Graduated K.rercise and Graduated Labour. 


This question may be considered here, since it has 
been suggested that some of the benefit of this mod¢ 
of treatment is due to the effect it has upon the 
immunity processes by producing controlled auto- 
inoculation. The usual forms of exercise prescribed 
at sanatoria are walking and certain games. At all 
of them the walks can be graduated in length and at 
many of them also in the matter of level. Dr. Paterson 
scheme of graduated labour, first introduced at Frimley 
and still followed there, was a useful advance. It had 
the great advantages that it emploved thy 
and encouragement to the 
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some cases served to prepare them better for return to 
work. The grades of labour are started when the 
patient has been able to walk up to six miles or more 
aday. The early grades consist of very light work with 
periods of rest, such as walking uphill, carrying small 
baskets, digging with a toy spade, and weeding. It is 
gradually increased to heavy work with a spade or 
pick. It cannot be too strongly insisted upon that this 
method of treatment requires most careful daily 
observation of the patient on the part of the doctor, 
and the strictest coéperation on the part of the 
patient. Over-exercise may be as dangerous as over- 
dosage with tuberculin, and may lead to active spread 
and prolonged fever. On the other hand, a small 
auto-inoculation may have beneficial results if it is 
at once recognised and the patient put to rest. Malaise, 
headache, pain, and increased cough or expectoration 
are subjective symptoms which should at once 
attract attention and suggest over-exercise, and this 
may be confirmed by rise of temperature, rapid pulse, 
and even by altered physical signs. Paterson recom- 
mends that if the resting temperature rises above 
99° F. in men or 99-6° F. in women, they should at 
once be put to bed, especially if any of the indications 
just mentioned are also present. In spite of the 
criticisms recently directed to this method, [ am 
convinced of great value in suitable cases, if 
adequate care and judgment are used in its application. 


its 


Other Forms of Ewercise.—Golf is often prescribed, 
allowing at first only a limited swing. In my opinion 
it is wiser not to allow golf until arrest is complete. 
Croquet and clock golf are permissible. When the 
disease is quiescent and the patient is able to take long 
walks, gentle horse-riding may be permissible. Care 
should be exercised in regard to games, not only 
because it is difficult to graduate the amount of 
exercise taken, but also because of the factors of 
competition and excitement. which are undesirable. 
In regard to cycling, rowing, and swimming, special 
caution is necessary and we should be sure that arrest 
is complete before permitting them. 


CHEMOTHERAPY. 


Attempts to find drugs which will have an action 
upon the tubercle bacillus comparable to that of 
salvarsan on the spirochete of syphilis have not been 
successful. This is not surprising when we remember 
the resistant fatty and waxy envelope of the bacillus 
and the avascular character of the tubercles. At the 
same time, it can be proved that some drugs actually 
reach the bacillus in the lesions and the search for a 
true specific is still worth pursuing. Specific chemo- 
therapy in the true Ehrlich sense is therefore as yet 
lacking, and we must content ourselves with examining 
whether there is any evidence that any of the so-called 

false specifics *’ exert any direct or indirect beneficial 
effect upon patients suffering with the disease—in 
other words, drug therapy rather than chemotherapy. 
The 
and Its Derivatives.—Creosote 
gested in this disease by Reichenbach 
1830. The experimental evidence of its value is not very 
convincing. It has only a weak action in inhibiting the 
growth of the tubercle bacillus, and it has no specific action 
on this organism, nor does it seem to exert any beneticial 
influence upon guinea-pigs infected with tubercle. The chief 
evidence of its usefulness is clinical, and it is significant 
that whereas it was formerly employed almost as a routine 
treatment, its use is now more restricted. It 
of value in cases of chronic fibroid disease 
expectoration, in patients with a secondary infection or 
with chronic bronchitis, and in some early with 
dyspepsia and intestinal fermentation. Ww hen given in too 
—— doses, or for too longa period, it may disturb digestion, 
causing pain, discomfort, and eructations. and it may produce 
hemoptysis According to Dr. Fishberg, it may lead to 
symptoms comparable to a tuberculin reaction from its effect 
upon the focal lesions during excretion by the bronchi. 
it is important that a pure beechwood creosote should be 
employed. It is best given in capsules or perles, starting 
with 2 minims after food three times a day, increasing 
gradually up to 6 munims. It is sometimes given with syrup 
or balsams, but its hot unpleasant taste renders it dis. 


Antiseptic Group. 


Creosote was first sug- 
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as long ago as | 
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agreeable to most patients. It should not be persisted 
in if it causes any discomfort or any unpleasant symptoms. 
The numerous derivatives and compounds of creosote, suc! 
as guaiacol (1-3 minims), guaiacol carbonate (10-30 gr.), 
creosotal (creosote carbonate) 5-10 minims, guaiacol cinna 
mate (styracol) 5-15 gr., potassium guaiacol sulphonat: 
(thiocol) 5-15 gr., have the same indications and the san 
actions as creosote. They differ chiefly from it in cost and i: 
taste. 


Ichthyol.—Ichthyol (2-5 minims three times a day befor 
meals in milk or water), and its derivatives ichthoforn. 
ichthyol salicylate, and ichthalbm, has been recommended 
for the same types of creosote and on similar 
evidence. It is apparently non-toxie and less irritating 
than creosote. Other antiseptics which have been suggeste« 
are phenol, cyllin, and urotropin. The evidence of thei) 
value, except as acting on bacteria in the digestive and 
urinary tracts, is slender. 


Tedine. lodine 


cases as 


consideration if 
for no other reason than the fact that it has been used s« 
long empirically as a remedy in this disease. The experi 
mental study of its action lends no support to the view that 
it exerts any specitic effect upon the bacillus. It can bx 
shown to reach the tubercles, and it is said to increas: 
lymphocytosis. It also increases the bronchial secretion. 
and it may induce changes in tuberculous lesions comparabk 
to those produced by tuberculin. It should, therefore, not be 
used as a routine, or indiscriminately. I have used it con 
siderably and I think with benefit, chiefly in cases of th: 
chronic fibroid type with associated chronic bronchitis. 
and in some of more active type with slight persistent fever. 
It is best given as the weak tincture in milk after meals, 
beginning with one drop and increasing slowly up to 20 drops 
or more. It should be stopped if it causes any unpleasant 
symptoms, either as regards the lungs or the digestive 
system. Curle’s “nascent ™ or intensive iodine treatment 
may be tried, but is, I think, more likely to disturb digestion. 
Thirty grains of potassium iodide are given after breakfast 
in at least half a pint of water to which some potassium 
bicarbonate may added. Chlorine water flavoured 
with lemonade is given during the day up to 3 to 5 oz. 
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Dye-treatments.—Various dyes. including methylene-blue, 
have been used experimentally in animals, owing to the 
brilliant results obtained by their use in some parasitic 
infections. An interesting observation® has emerged from 
this work, since it appears that fat-soluble dyes do not easily 
penetrate tubercle bacilli, while some water-soluble dyes like 
methylene-blue do so, and that the bacilli are less susceptible 
to fat-soluble antiseptics, and more susceptible to water- 
soluble than bacteria with less fat. There is not at present 
enough evidence of the value of dye-treatment to suggest 
its use in man. 

Cod-liver Oil and Sodium Morrhuate.—Cod-liver oil has 
long been credited with a beneficial action m this disease, 
and large quantities, even up to 4 0z. a day, have been 
given by some French physicians. In this country smaller 
quantities are usually employed, and it is often given in 
emulsion or in association with iron or with hypophosphites. 
Its effects have been variously attributed to its nutritive 
value, to its vitamin content. and to a possible specific 
effect upon the bacillus. Sir Leonard Rogers,stimulated by 
the effects of chaulmoogra oil and the non-saturated fatty 
acids obtainable from it in leprosy, prepared from cod-liver 
oil a substance, sodium morrhuate, for use in the treatment ot 
tuberculous disease. It has been shown that chaulmoogra 
oil contains chaulmoogric and hypnocarpic acids, which are 
100 times more bactericidal for the acid-fast bacilli than 
phenol. Sodium morrhuate has been employed in the 
treatment of pulmonary tuberculosis, and good results have 
been put on record by Muir, Knowles, and Davies. Febrile 
reactions may occur after its use, and occasionally slight 
hemoptysis. It is suggested that the effects are comparable 
to those of tuberculin, and that the bacilli found in —e 
after its use show deficient staining and a granular appe arance 
It is best given hypodermically in the form of a 3 per cent. 
watery solution, to which half per cent. carbolic acid is added. 
Small doses should be given two or three times a week, at first 
0-1 c.em. to 0:5 c.cm., increasing up to 1:5 ¢c.cm., watching 
carefully for reactions. I have used this substance in a few 
cases, in some with apparent benefit. Sir Leonard Rogers 
has himself counselled caution in its use, and further trial 
of its effects both in animals and in man are necessary before 
its value can be finally assured. 


a distillate from Melaleuca viridi- 
flora, has been used in France. It is given subcutaneously 
in 10 per cent. solution in oil, gradually increasing from 
2 c.cm. up to 10 ¢.cm., and even 50 c.cem. It is given daily 
for several doses, then a few days’ interval is allowed and 
a further series is given. 


Gomenol.—Gomenol, 


*De Witt and Sherman: Journal Infect. Dis., 1914, xv 
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Pneumosan.—Pneumosan (amyl-thio-trimethylamine), in 
doses of 4 to 10 minims intramuscularly, had a vogue for a 
time, but is now rarely used in this country. 


Garlic.—Garlic and allyl compounds were recommended 
vears ago by Dr. Vivian Poore, and have been employed 
again recently. Their action seems comparable to that of 
the creosote series, and there is no evidence of any specitie 
action. 


Hypophosphites and Glycero phosphate s. These have 
recommended as general *‘ tonics ’’ in this disease, and are 
frequently given in combination with certain metals on the 
basis of the remineralisation theory to which I shall refer 
iter. 


been 





Landerer 


disease. 


Cinnamates. recommended cinnamic 
ts salts in the He claimed that it 
eucocytes. Cinnamate of soda is the form which 
ised chiefly. Good results have been recorded by various | 
French and Spanish physicians. It is given subcutaneously 
n doses up to 10 eg. It is now stated to have a hamolytic 
ition and therefore not recommended. 

Vetallic 


used 


acid and 
increased 
has been 


and Mineral Substances. Arsenic seems to have 
in this from Greek and Roman times. 
There is no evidence of any direct action upon the bacilli or | 
the diseased tissues. Any action it possesses im this disease 
is probably due to its effects upon metabolism. It should be 
used with care and not as a routine. It may be given as 
arsenious acid in pill, sodium arseniate, liquor arsenicalis, | 
arrhenal, or cacodylate of soda. The last mamed is a 
convenient form. It is given by hypodermic injection in 
doses of } to 3 gr. daily or every other day for about a 
fortnight, then an interval is allowed and then other courses | 
are given in succession. Salvarsan has also been given with 
benefit in cases of syphilities with pulmonary tuberculosis. 
It is not devoid of risk in other patients. 


been disease 


Mercury Salts.— Mercury succinimide has been recom- 
mended by Barton Wright in of 15th gr. in 
10 minims of water given hypodermically every other day 
till 30 doses have been given. It is said to be specially useful | 
in syphilitic patients. Recent experimental work in 
animals by De Witt seems to show that mercury compounds 
exert a favourable action on the disease, the 
need for further work on this subject. 


Salts. Certain French authorities, notably 
MM. Ferrier and Robin, have attached great importance to 
a supposed demineralisation in tuberculosis. Calcium salts 
have been repeatedly used in the treatment of this disease, 
partly because of the calcification which occurs as one 
method of cure, and partly because of the legend that those 
who work in lime dust do not coatract the disease. Robin 
maintained that tuberculosis was associated with an increase. 
and an alteration of the respiratory exchanges and a 
demineralisation of the body. He gave fresh bone powder 
with carbonate of magnesium and of calcium, together with 
lactose and fluoride and silicate of calcium. Recent work 
has not confirmed Robia’s views, though calcium, especially 
in the form of collosol calcium, has been used by Prest and 
others. Considerable claims have been made by Prest as to 
its value, but some other observers have not been so fortu- 
nate. It has the merit of being harmless, except in 
very large doses. Recently G. Hartwick-Borrman reports 
favourably of a trial in 600 cases of a comparatively salt-fre« 
diet with a teaspoonful before breakfast of a solution of 
30 parts of calcium chloride, 60 parts of potassium acetate in 
285 parts of water. It should be given in a glassful of warm 
water, but should be withheld if 
present. 


doses 


and suggest 


Calcium 


renal complications are 


jin laryngeal cases. 


| menthol, olive oil, and guaiacol. 


| of 





Silica. 
abundantly in 
been 


silic a 
connective 
recommended in the 
There seems very 
mental or clinical of its value. 

Colloidal Metals.— Other metals in colloidal form have been 
recommended in this disease, notably silver, gold, copper, 
and brass. Although good results have been recorded from 
some of them, there is little real evidence of their beneticial 
action. 


Since is found in all 
tissue, silica 
hope that 


little 


tissues and 

preparations 
they would 
evidence, cither 


more 
have 
induce 


librosis. experi- 


Organotherapy.—Various organic extracts have from time 
to time been suggested, including extracts of lung tissue, 
lymphatic glands, both tuberculous and normal, spleen, and 
pituitary. Muscle extract or meat juice has also been 
employed. The fact that most, if not all, of these have been 
discarded is the best evidence that they are of no real value. | 





Treatment by Inhalation and by I ntra-tracheal 
Medication. 


Inhalations have been used since very early times. 
They were recommended for laryngeal cases especially 
by Dr. Coghill and Dr. Burney Yeo, who introduced | 





| 


= 


convenient forms of 


purpose, 


De. D. B. recommended more o1 continuous 
inhalations, and claimed to have seen cures by this method. 
He used phenol 2 parts, creosote 2 parts, spirits of chloroform 
2 parts, spirits of ether 1 part, and tincture of iodine 1 part. 
This sometimes causes irritation of the air passages and 
even slight hemoptysis, and I have found the formula in 
use at the Brompton Hospital preferable—viz., menthol 
1 parts, oil of cinnamon 3 parts, oil of lemon 4 parts, creosote 
20 parts, oil of pine 10 parts, and spirits of chloroform 
10 parts. Five to eight drops of this per hour are put on the 
sponge of the respirator. Although some patients complain 
of discomfort and difficulty in breathing from the 
respirator, I have found that the majority find it 
in lessening cough and expectoration. 
Kuhn’s mask 
It was devised to induce passive 
lung on Bier’s principle. It 
other ingenious treatments, 
tions, 


oro-nasal respirators for the 


Lees 


less 


use ol a 
he Ipful 
It is specially useful 
was introduced 1906, 
of the 
many 


in 
venous congestion 
seems to have followed 
based on theoretical considera- 
into the limbo of the disused. Intratracheal injections 
have been employed, that most favoured being a mixture of 
It is chiefly of use 
or with offensive 
in this disease. 


In Cases 


with bronchiectasis, strikingly 


uncommon event 


sputum, a 


PHYSI¢ 


Heliotherapy. —The striking success of the sun cur 

Rollier in surgical tuberculosis has naturally 
directed attention to its use in the pulmonary forms of 
the disease. 


AL MreTHODS OF TREATMENT. 


Rollier admits that great care is necessary in its application 
in these, but claims that 


in suitable cases it can be of great 
value. 


He suggests that on the first day the feet only should 
be exposed for two or three minutes, and that the rest of the 
body should be gradually acclimatised to the sun’s rays 
before the chest 1s exposed. He also advises that in hot 
weather, exposure should be limited to the eacly morning 
sun. It generally allowed that if the skin 
pigment after exposure to the sun’s rays, the 

should be stopped. Although some observers have 
good results from heliotherapy, especially in children, the 
majority advise against it. It not infrequently to 
cause a rise of temperature, hemoptysis, and other manifes 
tations of auto-inoculation. It possible, as has been 
suggested, that different types of pulmonary disease react in 
different ways. No case with fever should be submitted to 
this form of treatment. 


Artificial Sunlight. Exposure to the rays from the 
quartz lamp has been tried, but unpleasant effects like 
those from sun treatment, seem to occur 
quently in pulmonary cases. Ultra-violet 
also employed on the supposition 
beneficial effects of sunlight are due to them. 

N Ray Treatment.—This has 
especially in glandular tuberculosis, including diseas« 
of the bronchial glands. It is often employed as an 
addition to other forms of treatment, as e.g... by Much, 
in association with his partigens. 


1s does not 
treatment 


recorded 
Seems 


Is 


infre- 
have 
the 


not 
rays 


been that 


been tried mor 


Bacmeister and Kupferle have claimed that radiotherapy 
can assist in the cicatrisation of tuberculous 
destroying the bacilli. They regard it 
and rapidly developing lesions. The 
mapped out into areas and carefully measured are 
given. Most observers agree that the tubercle bacillus is not 
sensitive to the X rays, and that the effects obtained ar: 
due either to the changes induced in the tissues irradiated, o1 
to reactive processes produced in the hemopoietic organs. 
The chief exponent of the latter view Manoukhin. 
He gives regulated doses of X rays of a detinite strength 
and hardness, filtered through 1 myn. aluminium and 
applied to the spleen exclusively from the front and back, 
not from the side, and in such a way that no rays reach the 
liver. He believes that the beneficial results are due to the 
leucocytolysis induced, and maintains that the curve of 
the specific antibodies follows that of the destruction of 
the white corpuscles. In the first stage the disease he 
gives eight to ten applications, in the second 12 to 15, 
and in the third stage two series of 12 to 15, with an interval 
of two or three months between them. Trémolieres 
Columbian have recorded good results by a similar 
but in addition they apply the rays to some of 
bones. They explain the action of the rays in a 
way to Manoukhin, who criticises their 
their views. These methods at least 
cautious trial. 


lesion without 
useless it 


4s acuts 
chest is 


doses 


caseous 
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different 
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It must be confessed that some, if not all, of the 
much vaunted remedies I have mentioned make but 
a sorry display when examined critically and experi- 
mentally, while most of them fail us in the cases in 
which we most need help—namely, in those with 
active progressive disease with fever not controlled 
by absolute rest. At the same time, a very little 
may sometimes turn the scale, and provided we are 
convinced that a treatment does not entail risks, 
it may be well to give it a careful trial, if only for 
the encouragement it affords to the patient and the 
opportunity it allows to the practitioner of giving 
regular supervision to the details of the patient’s 
daily routine. There is much to be said for the 
suggestion of M. L. Renon that we should utilise the 
** normal coefficient of improvement’ by employing 
in sequence various forms of treatment for short 
periods. 

SYMPTOMATIC AND PALLIATIVE TREATMENTS. 

In a disease which may take such a long and varied 
course and in which such distressing symptoms and 
complications, often harmful in themselves, are liable 
to occur, palliative treatment may be of the greatest 
value. Few cases require more skill and resource in 
treatment than one of chronic progressive pulmonary 
tuberculosis. We may now consider the treatment of 
some of these symptoms and complications. 


Cough.—An ineffective cough is unnecessary and harmful, 
and it should be checked. This can often be done by instruct- 
ing the patient as to the risks of such a cough, and teaching 
him to restrain it as insisted on by Dettweiler and others. 
Where it is due to some source of irritation. such as pharyn- 
vitis, granular pharynx, some nasal condition or irritation 
of the base of the tongue, these should be dealt with by 
appropriate means. Mandl’s iodine-glycerine pigment is 
useful, or some form of sedative or antiseptic spray or 
nebula. A laryngeal cough is often troublesome, painful, 
and associated with copious frothy expectoration. 
Antiseptic inhalations and rest to the voice often help in this 
case. Simple demulcent lozenges or domestic remedies may 
be given, care being taken to avoid anything likely to 
disturb digestion. The sputum accumulated during the 
night may be viscid and cause sickness after cough, which is 
commoner in left-sided cases. A cup of hot milk and water or 
weak tea often relieves this. If this fails a mixture contain- 
ing 10 gr. of sodium bicarbonate, 3 gr. of sodium chloride, 
spirits of chloroform 5 to 10 minims, and water to the ounce 
often gives relief, especially if given with hot water. For 
nocturnal cough disturbing the patient’s rest, some form of 
sedative is frequently necessary for a time, and of these 
heroin 1/24—-1/12 gr. in a simple linctus, syrup of codein, or 
collosol bromoform are the most useful. An effective cough 
shoutd not otherwise be interfered with. When expectora- 
tion is copious creosote or some of its derivatives may some- 
times be helpful, especially if there is a factor of chronic 
bronchitis. If expectoration is offensive, antiseptic inhala- 
tions may be ordered and creosote or garlic given internally. 


Dyspnea.—This may be due to the extent of lung involved, 
to mechanical conditions such as pleural effusion, or in the 
late stages to cardiac enfeeblement. In chronic fibroid cases 
ilyspnoea is often more marked in cold, wintry weather. Rest 
is often of great value in such cases. If there is a mechanical 
cause for the dyspna@a, such as an effusion, rest, and if 
necessary paracentesis, may give relief. Dyspnoea due to 
extent of lesion and to heart failure is usually terminal, and 
can only be palliated by rest, oxygen, and cardiac tonics. 

Fever.—The treatment of fever is in the first instance 
absolute rest, in the hope of limiting and eventually con- 
trolling auto-inoculations. Where rest fails it is necessary 
to consider other measures, such as change of room, living 
and sleeping in a shelter so as to get more air may be tried. 
Careful hydrotherapy in the form of sponging or packs may 
help to relieve the discomforts associated with it, but not to 
deal with the cause. Similarly antipyretic drugs are purely 
palliative in their effects, and should be avoided if possible. 
Those chiefly employed are phenacetin, antipyrin, aspirin, 
quinine, cryogenin, and maretin. The sweating associated 
with their action asa rule brings nearly as much discomfort as 
the actual fever. I very rarely use them. When fever 
persists in spite of rest itis usually wise to consider whether 
artificial pneumothorax should be tried. 


Night Sweating.—These are much less common since 
the importance of fresh air and free ventilation have been 
recognised. Rufenacht Walters says ‘‘they are nearly 
always a sign of hygienic mismanagement.’’ This statement 
is. perhaps, a little too sweeping. When they occur, careful 





inquiry should be made as to the ventilation of the bedroom. 
the character of the mattress, and the amount of bed-clothes. 
Sometimes it is also helpful to sponge the patient before 
settling him down for the night with hot or tepid water, 
to which toilet vinegar has been added, and to have a 
second suit of night clothes ready warmed to put on after 
the patient has been dried. Paterson*® recommends placing 
a grass mat over the mattress and under the sheet on which 
the patient lies, or else sleeping on canvas without a mattress 
in cases where the measures first recommended fail. Various 
drugs were formerly given to relieve this symptom, notably 
zine oxide, belladonna, atropine, strychnine, picrotoxin, and 
agaricin. They are now rarely used, since in most cases they 
are unnecessary, and our object is to avoid this symptom, not 
to mask it. 


Hemoptysis.—Ilt there is only streaking of the sputum 
no treatment is necessary. It it be small in amount—e.g.. 
2 or 3 0z., rest, some saline aperient, and a dose of bromide to 
allay the patient’s fears may be all that is necessary. In 
more severe hemorrhage the patient should be put to bed. 
lying on his back or towards the affected side, and if it b: 
very profuse he should lie with the head low so that suffoca- 
tion may be prevented by allowing the rush of blood to 
escape. The tendency nowadays is to keep the patient less 
strictly quiet, owing to the observations of Bang that move 
ment has little to do with hemoptysis, and morphine is less 
commonly used as a routine treatment on the ground that 
it lessens cough and tends to cause the effused blood to 
remain in the lungs and to spread the disease more widely. 
In a very nervous patient a small dose of morphine, heroin. 
or codein may, however, do good by allaying anxiety. 
lessening restlessness, and thus slowing the heart-beat. 
Nitrite of amyl, 3-5 minims, as an inhalation is worth a trial. 
Calcium lactate or calcium chloride, 10 gr. in water by th: 
mouth every two to four hours for four doses and then thre 
times a day for two or three days, seems sometimes to }. 
helpful. Calcium chloride can also be given intravenous!\ 
in doses of 2 c.cm. of a 15 per cent. solution. It has also 
been given intramuscularly, but for this purpose it requires 
greater dilution. Where these measures fail, sterile hors 
serum, “‘ coagulose,’’ and hemostatic serum may be tried. 
In cases where repeated small leaks occur, daily hypodermi« 
injections of emetine hydrochloride, 4 gr.. may be used. 
A dose of 5 to 15 gr. of salt by the mouth is said to increas«- 
coagulability. A saline purge, preferably sodium sulphate. 
should be given unless the bowels are freely open. Turpen- 
tine has been recommended, and Dr. Jane Walker advises 
inhalation of this substance at the commencement of the 
hemorrhage. The application of ice to the chest is better 
avoided and the sucking of ice should be restricted to a 
smallamount. Adrenalin and ergot, formerly used by some 
physicians, should not be employed. The diet should not be 
greatly restricted, but the food should be given cool, and no 
alcohol should be permitted. In cases with prolonged or 
frequently repeated severe hemoptysis, artificial pneumo- 
thorax must be considered, but it requires great care if it be 
decided to do it while the hemorrbage is in progress. 


Pain.—Pain in the active stages of the disease is usuall) 
due to pleurisy. It should be treated by rest and local 
application of counter-irritants or anodynes, such as blisters. 
an iodine paint, wintergreen ointment, or belladonna. 
Strapping the affected side is sometimes recommended, but 
may cause dyspnoea. In arresting cases pain is sometimes 
present without pleural signs, and may be due to con- 
traction of pleural adhesions. It may be treated on similar 
lines. 


Digestive System.—Symptoms due to disturbances of 
digestion are very common. Anorexia is often troublesome. 
and requires very careful treatment, such as changes in diet 
andin routine. Dyspeptic symptoms should be investigated 
and treated on recognised lines by acids or alkalies, bitters 
and ferments such as takadiastase, malt extracts, pepsin, 
or papain. Hypochlorhydria is said to occur, and may be 
a cause of diarrhea. Dilute hydrochloric acid may then be 
given in doses of 10 to 30 mmims. Dyspepsia may be due 
to excess of milk or other fatty foods, or to monotony of diet. 
Diarrhcea may occur apart from tuberculous enteritis, and 
should be treated by avoiding foods with coarse residues and 
by giving bismuth, chalk, opium, tannic acid preparations. 
and salol or other imtestinal antiseptics. Constipation 
requires treatment, especially during the period of rest in 
bed. It can usually be controlled by diet and by simple 
jaxatives. 


Insomnia may be due to too much sleep in the daytime, 
which can often be obviated by the patient occupying a 
different bed or room during the day to that used at night. 
It may be due to cough, pain, or diarrhoea, which should be 


treated by the appropriate measures. Hypnoties should 
only be given if other measures fail. 
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MANAGEMENT OF ADVANCED CASES. 

Advanced cases require special care, and where 
yossible they should be treated in special institutions 
rv in nursing homes. Their management is largely 
i question of nursing, and the treatment of symptoms 
ind complications. Unfortunately they are the most 
lifficult cases to find accommodation for. They are 
ertainly unsuitable for treatment at home in small 
homes because it is difficult to secure adequate 
precautions as to infection and to afford proper nursing, 
food, and treatment. On the other hand, such patients 
wre often averse to leaving home, even when special 
wcommodation is available forthem. The duty of the 
practitioner in charge of such a case at home is a 
responsible one, because he should be sure that all 
precautions are taken, and that young children do 
not come in any contact with the patient. He must 
iso give advice in regard to the disinfection of the 
linen and utensils used by the patient. 

The complications of this disease are numerous and 
require special treatment and nursing. Among the 
more important of these are: Tuberculous laryngitis, 
enteritis, spontaneous pneumothorax, pleurisy with 
effusion, empyema, peritonitis, and meningitis. 


AFTER-CARE, COLONIES, SETTLEMENTS, 
VOCATIONAL TRAINING. 


AND 


These are all aspects of the tuberculosis problem 
which are being dealt with by the Ministry of Health, 
either directly or by the aid of voluntary and charitable 
agencies. One of the great difficulties in the manage- 
ment of these cases is to map out the best course for 
the patient when he leaves the sanatorium, especially 
when he is not able to remain until arrest is complete 
ind consolidated. To return to work under these 
circumstances and under the conditions which preceded 
breakdown is generally to court disaster; often 
in a very short space of time. On the other hand, 
it is now recognised that to advise a town worker to 
seek an outdoor or country occupation is usually 
impracticable and uneconomic. If possible he should 
return to his former work under better conditions and 
with a better knowledge of how to live and work, 
unless that occupation is obviously unsuitable or 
dangerous. The difficulty is the period between active 
treatment and full working capacity: when the 
patient may be able to do some work and yet not 
able to earn enough to support himself, let alone his 
family. It is to deal with this aspect of the problem 
that after-care committees are being encouraged, and 
that colonies and settlements are being established. 
The work of Dr. P. C. Varrier-Jones at Papworth 
Colony is recognised as a pioneer effort of the utmost 
importance, and Sir James Kingston Fowler, in his 
interesting and suggestive little book on the Problems 
of Tuberculosis, accords him a high meed of praise and 
admiration. This book also includes a suggested 
scheme for the further organisation and coérdination 
of institutions from the sanatorium to the settlement. 
The Ministry of Health are dealing with this question 
in a sympathetic spirit, but it must not be forgotten 
that there are great difficulties—financial, adminis- 
trative, and practical. The training of men to new 
work, their relation to the labour market and to the 
trade-unions, and the disposal of the products of their 
labour are all matters requiring organisation and 
adjustment. 

The general practitioner and the physician are also 
concerned in this question, since they often have to 
advise patients for whom no such arrangements are 
forthcoming. The day is past when we can talk 
vaguely of farming, forestry, market gardening, and 
chicken rearing as the occupation for arrested lung 
patients. We have to advise them how they can best 
earn enough to support themselves under conditions 
favourable to the maintenance of their health when 
arrest has been attained. We may have to inquire 
closely into the nature and conditions of the occupa- 
tions of our patients, and to advise after a careful 
consideration of all the circumstances. 
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THE incidence of bilharziasis, from which disease it 
is estimated that at least 75 per cent. of the Egyptian 
population have at one time or another suffered, 
varies in the different districts of Upper and Lowe 
Egypt. The reason for this is at present obscure ; it 
may be the change from the basin or flood irrigation 
of Upper Egypt to the perennial irrigation of Lowe: 
Egypt, or the nature of the intermediate host of 
the parasite, that is responsible. The type of bilharzia, 
with terminal spined ova, affecting the urinary 
system from Upper Egypt, seems to be associated 
with a less severe type of disease—disease of the 
bladder, ureters, and renal pelvis in particular 
than in the perennial irrigation areas of Lower Egypt. 
There are regions in the Delta also where simple 
affections of the bladder alone are most common, and 
other regions, again, where disease of the ureters and 
renal pelvis is the rule. 


Various Typos of Disease. 

The district of the Fayoum, one of the oases of the 
western Desert, is, however, particularly associated 
with the development of intestinal bilharziasis 
(B. mansoni—the lateral spined ova). The chief seat 
of this disease is in the rectum, and it is characterised 
by the formation of numerous papillomata of sizes 
varying from an orange toa pea. Atypical appearance 
is shown in the appended figure. The lateral spined 
ova are found within the papillomata themselves and 
in the submucous layer of the bowel. Bilharziasis of 
the colon as a whole exists in four types: (1) a 
simple congestive thickening of the mucous mem- 
brane ; (2) congestive thickening with papillomata ; 
(3) tumour masses in and around the colon or small 
intestine with or without local papillomata, and 
sometimes associated with deposits studded through- 
out the peritoneum and mesentery (Madden and 
Ferguson).? Polypi of the c#cum are not uncommonly 
the cause of chronic intussusception, in which the 
apex of the invaginating bowel is formed by the 
polypus itself. Ferguson describes a stricture of the 
large bowel produced by an adult worm encircling 
the gut and depositing its eggs around the lumen, 


Treatment. 

The symptoms of rectal bilharziasis are constant 
tenesmus, with the passage of blood and mucus, 
whereby the patients are condemned to a life of utter 
misery, progressive anzemia, and emaciation. Treat- 
ment by tartar emetic is successful in destroying the 
living ova, but the papillomata and the consequent 
symptoms continue. Local operative procedure by 
removal of the isolated papillomata by the knife on 
diathermy is unsuccessful. The papillomata always 
recur. Injections of carbolic acid 1-20, or various 
chemical agents, into the bases of the papillomata 
are equally unsuccessful. The only complete. 
thorough and permanent cure is obtained by the 
excision of the whole tube of mucous membrane of 
the rectum. This has been performed eight times by 
us, six times by one of us (I. F.), and twice by the 
other (R. V. D.). The astonishing ease with which 
the whole unbroken tube of mucous membrane can 
be excised is most remarkable. Lengths of 12, 15, 
and 17 in. have been removed by one of us (I. F.), 


‘Madden, F. C.: 
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and lengths of 143 and 9 in. by the other (R. V. D.). | takes place as a rule with only a ring of granulation 


\ cireular incision is made at the junction of skin and 
anal mucous membrane. 


Blunt dissection separates | 


the external sphincter muscle without division of its | 


fibres. Two inches of the tube of anal mucous mem- 
brane are then easily withdrawn, and the opening of 
this tube closed by forceps. The attachment of the 
levator ani forms the next and only other difficulty. 


When once this muscle is separated by blunt dissection | 


the mucous tube may be loosened by the gloved 
linger and withdrawn with the greatest ease until the 
upper limit of the papillomata has been reached. 
This operation was first practised by one of us 
(J. F.) in 1919 and described in a preliminary note.? 
The operation was conceived as a cure for simple 
prolapse of the rectum when a more complete 
examination revealed papillomata in the rectum 
higher up. The presence of the prolapse facilitated 














thickening of rectum with papillomata 
A Anal margin. 


the dissection ol the mucous tube. The succeeding 
seven cases had no prolapse. Two of the cases operated 
on by one of us (I. F.) were children of 10 and 12 years ; 


| 
| 








| the 


at the anal margin, Control of the anal outlet by th: 
external sphincter muscle regained in a week 
Healing by first intention should not be expected :; 
and dilatation of the sphincter should be practised 
early to avoid a stricture. 


Is 


Anatomical Results. 


Pathological examination of the mucous tubx 
removed shows that it is entirely composed of mucous 
and submucous tissue. The muscular coat of the 
rectum is not removed by this operation. No oppo! 
tunities have occurred as yet for examination of suc! 
cases by autopsy. An operation, however, upon th 
cadaver performed by one of our colleagues, Mr 
A. W. Mooro, disclosed the fact that the sigmoid 
rectal junction is brought down close to the anal 
orifice. On opening the abdomen the rectum was 
‘ concertinaed’’ but there was no intussusception. 
The musculo-peritoneal tube was very thin. Thi 
mucous tube, 15 in. in this case, had been removed 
from 9in. of the rectum; thus 6in. of the mucous 
tube had been removed at the expense of the redundant 
folds of rectal mucous membrane. Subsequent 
examination of our cases with a sigmoidoscope shows 
a straight tube of mucous membrane without any 
folds. 

Selection of Cases. 

A note of warning in the selection of cases for 
operation should be sounded. The operation is accom- 
panied by some shock, and sometimes by considerabk 
hemorrhage during the separation of the levator ani 
attachments. We provide ourselves with long artery 
forceps, and never operate upon severely anemic 
patients, particularly those with a hemoglobin index 
of 45 per cent. or under. In the very anwmic and 
debilitated we have performed a preliminary blood 
transfusion to restore the hemoglobin. The operation 
in Egypt is best performed under stovaine anesthesia ; 
but some discomfort is complained of when the root 
of the sigmoid mesentery is pulled upon during the 
removal of the last inch or two of the mucous tube. 

While seven of these cases have been perfectly 
successful it must be recorded that, in the first case 
of this series, there was such tension left upon the 
mucous tube that the sutures gave way and retrac 
tion of the tube took place to the extent of 3 in 


| An intractable stricture developed which necessitated 
| the weekly use of a dilator. 


The subsequent state of 
this patient is, however, infinitely to be preferred to 
the previous condition of tenesmus and progressive 
anwmia which had rendered his life an utter misery. 
In the cases where the papillomatous condition 
ean be by the sigmoidoscope extending up to 
descending colon, the removal of the rectal 
portion of mucous membrane, always the most 
markedly affected region, is sufficient to relieve the 
urgent symptoms. Isolated bilharzial polypi of the 


seen 


| descending colon, the splenic flexure, and the trans: 
verse colon may exist with no symptoms but those otf 


the results were even more satisfactory than in the | 


adults. 

In the majority of the papillomata are 
limited to the rectum proper and the sigmoid colon 
free. The mucous tube withdrawn—2 in. or 
so further than the limit of the papillomata, to ensure 
that there shall be no tension on the tube—and 
excised, and the edges are then sutured to the margin 
of the skin and external sphincter muscle. 

Recovery is usually uneventful. There 
tendency to retraction of this tube provided that 


Cases 


1s is 


| puzzling. ; ery Bag 
little | under my care now, and as this contribution is largel) 


precautions have been taken to avoid tension. Healing | 
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\ NOTE ON 
POST-OPERATIVE INSANITY. 
A. J. COKKINIS, M.B.. B 
F.R.CLS. ENG. 


BY SS. LOND. 


IN view of the recent discussion at the Roya 
Society of Medicine on post-operative and puerperal! 
insanity. I feel impelled to make this clinica 
contribution in the hope of elucidating one or tw 
points in a condition which is obscure and ofte) 
I have a case of post-operative insanity 


based on this case I propose to describe it at length 
The patient is a married woman, aged 60, of good socia 
position and in comfortable circumstances. Prior to th: 
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yperation she had never exhibited the slightest sign of 
mental instability, but possessed, on the contrary, a 
varticularly steady and reliable intellect. Although she was 
me of a numerous family, there have been no cases of mental 


trouble among her relations. She had an abdominal operation | 


ten years ago from which her recovery was uneventful. 

Operation.—In October, 1923, her 
esected under a general anesthetic. 
badly, her circulation failed, and at 
respiration had to be resorted to. She did not 
consciousness for over 24 hours, the immediate 
»perative condition being one of profound coma. 

Onset of Confusional Insanity.—She then 
ecovered consciousness, but 
icute confusional insanity, without 
ucid interval. She was noisy. 


nasal septum 


She took the anesthetic 

artificial | 
recover | 

post- 


one stage 


the 


rather violent, did not 


ecognise her husband or her children, had completely lost | 


her memory, and was extremely confused and agitated. 

Development of Chronic Dementia.—The acute condition 
lasted three days and she then passed, by a rather sudden 
transition, to a state of chronic paranoic dementia, in which 
she has remained for three months. Her present mental 
condition can be best described as a complete dissociation 
f ideas. She has rare intervals of comparative lucidity, 
luring which she seems fairly rational, provided the con- 
versation is kept at a very simple level: at all other times 
she is totally irrational. 

Delusions.— She is full of the most extraordinary delusions, 
which change and swing about like the pattern of a 
kaleidoscope. Thus, one moment she attributes her con- 
lition to a dog-bite, the next to a cat-bite (!), and the 
ext to worms eating into her wrists. Within two 
minutes her Christmas dinner passes through the phases 
of turkey, rabbit, beef,.lamb, chicken, ham, and other 
things. In the same sentence she gives the date of 
her birth as 1801 and 1999, and she has completely lost 
the ability to do the simplest arithmetical sums. Her 
laughter is her sister and her sister is her daughter: she is 
pregnant at one visit, burying her baby at the next, and so 
on. Her delusions are seldom systematised, but her entire 
mental life is strung on delusions, which vary from one 
minute to the next, and to explain which she invents 
other and more extravagant delusions. Her sensation and 
perception are good, but memory she has none. Neurological 
eXamination reveals nothing abnormal and her general 
health is very good. 

Quite recently I had the benefit of seeing the patient 
in consultation with Dr. R. H. Cole. 
opinion that the case was as unique as it was instruc- 
tive, and that it could not be explained away as an 
instance of a purely functional psychosis following 
operation. The clinical picture and the absence of 
a family or pre-operative personal mental history, 
coupled with the sudden onset of mental trouble 
immediately after operation, point to an organic 
basis for the mental disorder. 

The clinical condition strongly suggests a definite 
interruption of idea-association impulses, such as 
might take place as a result of minute focal hemor- 
thages or thromboses destroying certain association 
fibres in what are known as the silent areas of the 
brain. This #tiological hypothesis is strengthened 
by the possibility of vascular trauma in the cardiac 
and respiratory trouble experienced during the 
anesthesia, and by the prolonged period of coma 
after the operation. 

Such an etiological hypothesis appears worthy of 
consideration in certain cases of post-operative or 
post-traumatic insanity, where gross brain injury and 
psychical or toxic causes are absent, and where the 
mental trouble asserts itself immediately after the 
operation or injury. Should the foci of vascular 
lesions implicate the comparatively small section of 
brain matter of neurological importance (motor area, 
Visual centre, &c.) this would be demonstrated by a 
neurological examination. But in that great tield of 
brain matter known as “‘ association areas’’ a lesion 


is incapable of neurological proof, and we are perhaps | 


too prone to make use of purely functional arguments 
in attempting to explain the #etiology of traumatic 
or post-operative insanity which is not associated 
with physical signs of nervous injury. 

I am greatly indebted to Dr. Cole for his help in 
solving the problem presented by this case, and for 
his kind permission to publish it. 

Iiford, Essex 
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ParRT I.—(G. W. T.). 

OWING to the very wide variations in the directions 
given by the different authorities as to how the hands 
should be prepared for surgical operations an attempt 
has been made to formulate a safe and simple method 
The object of this paper is to contend (1) that rubbe1 
gloves may be easily sterilised without resort to heat; 
(2) that it is illogical and unnecessary to wash socially 
clean hands before operating; (3) to advocate the 
doctrine of ‘* abstention.” 

Gloves are usually sterilised by boiling or the 
autoclave. The boiling of gloves is quite satisfactory 
and easily carried out, but it slowly destroys the 
elasticity of the glove, so that it soon ceases to fit. 
When a puncture occurs in such a glove a definite 
hole results, which allows of the escape of fluid. If 
on out of antiseptic the 
fluid which escapes at first will be harmless. But anti- 
septic in contact with the skin soon gets destroyed, 


|} and the puncture permits the escape of an emulsion 


of bacteria. The second method necessitates the use 
of an autoclave, and is only available to those on the 
staff of a hospital. So hard is the steam on the 
gloves that they perish after being used three or four 
times. These gloves lose their elasticity after being 
sterilised once, and an ordinary needle-prick then 
makes a considerable hole. 

As a result of frequent experiment we claim that 
however a smooth rubber glove be contaminated it 
can always be made sterile by a simple washing with 
soap and water, followed by a thorough rinsing in 
antiseptic. The gloves should always be treated on the 
hands and fit well. They should be washed fo 
one minute with soap and water, rinsed in water, and 
then rubbed well together in a 1-1000 solution of 
biniodide of mercury. If dried blood, vernix caseosa, 
or similar material is on the gloves they should be 
scrubbed with an ordinary scrub brush till clean, 
rinsed, and treated with antiseptic. A glove 
treated retains its elasticity for two months or more, 
so that an ordinary needle puncture is so small that it 
is only with difficulty that fluid can be squeezed 
It is perfectly obvious that if it could be 
guaranteed that the glove would not be punctured it 
would not matter how dirty the hands underneath 
were. Unfortunately no such guarantee can be given. 
and it is therefore necessary to define the minimal saf« 
procedure for preparing the hands. 

The only logical reason for serubbing the hands i- 
based on the assumption that the organisms on the 
hand are different from those in the 
glands and are more dangerous. Clearly they consist 
(1) those from the air, which are 
assumed to be harmless; (2) those picked up when 
touching surrounding objects: (3) those from the 
ducts. It is those in the second group that ars 
potentially dangerous. Undoubtedly unwashed hands 
are a source of great danger if they are allowed to 
come into contact with virulent organisms through 
If, however. 
one no more dreams of introducing the uncovered hand 
into any cavity of the body than of introducing faces 
into the peritoneal cavity, and if one never does a 
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septic dressing, nor even touches the surrounding 
area of a wound with ungloved hands, whence are 
the pathogenic organisms to be gathered? Apart 
from the fact that quite a considerable number of 
surgeons operate without gloves, it is almost impossible 
to trace a single case where an infection of a surgical 
wound can be traced to the hands of the operator. 
Colonel 8S. T. B. Williams (late I.M.S.) allows me to 
say that he performed major operations for years in 
India without using rubber gloves. Neither he nor his 
Indian orderlies washed their hands, but immersed 
them for one minute in a solution of carbolic (1-20). 
He never had any reason to consider a change in 
this method, which was so warmly advocated by 
Lister. 

By experiment we found that the unwashed hand 
always grew air-borne organisms and the Staphylococcus 
albus. I never succeeded in finding a streptococcus. 
We also found that washing, however thorough, always 
increased the number of organisms on the hand. Asa 
result of these experiments it is suggested that the fol- 
lowing method of treating the hands, while it may not 
be the best, is simple, consistently efficient, and does 
not damage a delicate skin. Unwashed socially clean 
hands should be rubbed together for one half minute 
in a 1-1000 solution of biniodide of mercury, and then 
rubbed together in commercial spirit for one half 
minute and allowed to dry. . A sterile swab may be 
used to rub the hands with the spirit, and the hands 
may be dried with a sterile towel if preferred. The 
routine advocated is as follows. 


1. Every student and midwife should be trained to 
keep the hands socially clean. The only way this can 
be done is to insist that the habit be formed of cutting 
or filing the nails down at a definite time on a definite 
day of the week. 

2. Abstention is all-important. Every doctor, 
student, and midwife should carry a pair of well- 
fitting unpunctured rubber gloves in a suitable pouch. 
When required the gloves can be put on, using powder 
if necessary. The gloves when on should be washed and 
rubbed together in antiseptic as above described. 
Any number of cases can be examined or dressed, 
the same routine being carried out between each case. 
At the end of the morning the gloves should be washed, 
treated with antiseptic, dried on an ordinary towel, 
powdered, and returned to the pouch. The outside of 
the glove becomes the inside on the next occasion, and 
is found to be sterile. 

3. If there is any possibility of the gloves being 
punctured during the operation the hands should be 
treated as above suggested before the gloves are put on. 
After the hands have been treated, and the gloves have 
been put on and sterilised, the gown is put on. The 
gloves are pulled up over the end of the sleeves and 
re-rinsed in biniodide. Between operations the gown 
xan be changed and the gloves re-sterilised. Punctures 
with a fine needle do not matter, but if any obvious 
puncture is made the glove should be changed. Before 
making vaginal examinations, removing placentae, &c., 
it is quite unnecessary to treat socially clean hands 
before putting on the gloves. 

This technique, it is contended, will cut down the 
expense of gloves to the hospital, will save a lot of 
trouble to the nursing staff, and inculcate logical 
ideas in the minds of future practitioners. It will be 
of still greater importance in the practice of midwifery 
in private. When one is called to a dirty house to clear 
out an abortion or to put on the forceps single-handed, 
it is impossible to carry out the theatre ideas of 
asepsis. It is often impossible to get frequent changes 
of water in which to wash. Very often the patient has 
to be moved in the middle of the operation or the 
anesthetic has to be seen to. It is partly because a 
blind and pathetic faith in the inherent asepsis of a 
once boiled glove is so strongly entrenched in the 
mind of the present-day student that the results in 
midwifery are so lamentable. 

The above technique is logically sound, is bacterio- 
logically confirmed, and has been thoroughly tested 





by me in the obstetrical and gynecological practice 
of the Rotunda Hospital. Let us avoid the danger 
of being lost in admiration of a ritual which appears 
attractive merely because of its inherent difficulties. 


PartT II.—(J. W. B.). 


The technique used for the bacteriological contro! 
of the various methods of hand preparation was to 
wash with 10 c.cm. of sterile saline, using a sterile 
swab with which the hand was well scrubbed ; 1 c.cm. 
of this saline was added to a tube of melted agar at 
18°C. and a plate poured. After 48 hours’ incubation 
the number of colonies was counted. The method of 
sterilising the glove on the hand was tested, firstly. 
on an ordinary non-sterile glove ; secondly, on a glove 
contaminated with pus and feces; and, thirdly, on a 
glove on which a culture of B. coli had dried. In al! 
eases the glove was sterile when examined afte: 
treatment on the hand. Since the method was 
obviously efficient for the sterilisation of the exterion 
of the glove it remained to examine the condition of! 
the hand within the glove, an important matter owing 
to the possibility of bacteria escaping from the hand 
through a puncture in the glove. 

First, a number of socially clean hands were tested 
and from them bacteria varying from 80 to 6320 wer 
removed by the washing process. Then similar hands, 
which had been enclosed in sterile gloves for periods ot! 
from one to two hours, were examined and the bacteria 
were found to number from 1380 to 25,000. As 
regards the preparation of the hands, it was found that 
thorough washing, as practised in operating theatres, 
increased the bacteria easily removable, in one cas 
from 1300 to 35,000 and in another from 5080 to 18,400. 
Subsequent treatment with 1: 1000 biniodide elimi- 
nated the majority of these. The commonly used 
method of inserting the washed hand into a glov: 
containing 1 : 1000 biniodide was found to give very 
varying results, from 0 to 14,700 bacteria having been 
found on hands so treated. The substitution of steril: 
water for biniodide was even less successful, and 
‘wet ’’ methods were decided to be unreliable from 
the bacteriological point of view, in addition to being 
injurious to the skin. It was found that spirit alone. 
without previous washing, the hand being allowed to 
dry before a sterile glove was put on, gave very good 
results. In one case a hand so treated after two hours 
only yielded 20 bacteria, while the other hand, entirely 
untreated, gave 3310. 

Dr. Theobald’s technique was tested 19 times, the 
gloves remaining on the hands from one and a half to 
five hours. On three occasions the hands were sterile. 
Twelve times the bacteria were 100 or less. Only in 
two tests did they exceed 350. A really bad result 
was only obtained once, 3220 bacteria, and here it is 
believed that some gross error had been made eithe: 
in the technique or in the testing. In the case of a dry 
hand very few bacteria could escape through a small 
puncture in the glove, and if infected material i- 
avoided by the bare hand the chance of these being 
pathogenic is remote. The bacteriological test~ 
have supported Dr. Theobald’s contention that 
his method is a safe one for surgical and obstetrical 
practice. 


Bricnuton, Hove, AND PRESTON DISPENSARY.— 
The financial position of the institution had for years been 
causing considerable anxiety to the governors, and the year 
1922 closed with a serious deficiency ; great efforts were 
made and the year 1923 closed with a balance in hand of £62. 
At the annual meeting of the governors on Feb. 12th 
Alderman and Mrs. W. Jago were appointed life-governors 
in recognition of their valuable services in raising money for 
the institution. The governors accepted with regret the 
resignation of Colonel C. Somers Clarke, for many years 
hon. secretary. The annual report showed that 3879 
out-patients were treated—820 at the parent establishment, 
838 at the northern branch, and 2221 at the western branch— 
while the total number of patients visited at their homes was 
1403, the number of visits paid being 9929. 
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BED-ISOLATION, 
SPECIAL REFERENCE TO MEASLES 
CHICKEN -POX. 

By E. H. R. HARRIES, M.D. Lonp., D.P.H., 
MEDICAL SUPERINTENDENT, BIRMINGHAM CITY HOSPITAL, LITTLE 


BROMWICH ; CLINICAL TEACHER OF INFECTIOUS 
DISEASES, UNIVERSITY OF BIRMINGHAM. 


WITH AND 


RECENT reports of the experiences of different 
observers! ?% who have instituted the system of 
barrier-nursing, known as “ bed-isolation,’’ have 
rendered any fresh description upon my part of the 
technique of the method unnecessary. I have myself 
viven brief accounts elsewhere *® of the working 
and results of the system at Little Bromwich Hospital. 
In this paper I propose to give some instances of 
success and failure in the bed-isolation of of 
measles and chicken-pox. 

The technique of bed-isolation, which I personally 
learned from Dr. C. Rundle, of Fazakerley, some 12 or 
13 years ago, has—probably with some modification— 
been carried out by various workers. It is possible, 
of course, absolutely to standardise technique, but 
it is obviously not possible to standardise the all- 
important human element which necessarily has to 
carry out the technique laid down. Nevertheless, it 
may be assumed—and this is certainly true of my 
own hospital—that at every institution at which the 
method has been given a trial the best available 
nursing staff, under a good surgically trained sister, 
has been employed to work the ward. It goes without 
saying that if we have in bed-isolation a method 
which can entirely replace not only the orthodox 
isolation block of small separate wards but the 
cubicle block for all the purposes to which such 
blocks are put in infectious diseases hospitals, then 
we possess a method which, particularly in these 
days of high building costs, is one of enormous 
utility and economy. 

The value of bed-isolation in every-day fever 
hospital practice must, I submit, be judged rather by 
its failures—where failures have occurred—than by 
any aggregate of successes. It is easily possible, as a 
glance at my registers would show, to state with 
perfect truth that a large number of cases had been 
nursed in bed-isolation without any instance of 
cross-infection having occurred. This may convey 
very little. It is well known to all of us that certain 
of the acute infective diseases may be _ perfectly 
safely nursed in the same ward as patients suffering 
from other infections, or from no infection at all, 
provided the principles of barrier-nursing are carried 
out. But there are other of the acute infections about 
which we are not so sure. 


cases 


Measles and Chicken-pox us Tests. 
Frederic Thomson considers that measles and 
particularly chicken-pox constitute a fair if critical 


Dr. 


test of the system. I agree with him, if only for the 
reason that, in this country at any rate, these are the 
two diseases which so frequently give rise to adminis- 
trative difficulties not only in fever hospitals but in 
hospitals for sick children and other children’s 
institutions. If these two diseases are admitted to be 
fair criteria, then the questions to be decided are the 
following :— 

1. Can bed-isolation completely replace for the 
segregation of measles and chicken-pox, admitted in 
any stage and in any number, the ordinary isolation 





block of small separate wards or the cubicle block ? 


2 
in the case of these two diseases, to what extent, if 
any, can it replace them ? 

3. If it cannot replace them wholly or 


in 
what are the probable reasons for failure ? 


part, 
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If it cannot wholly replace these other systems | 


' occasions, 


The System in Being at Little Bromwich Hospital. 

The bed-isolation system at Little Bromwich 
Hospital has now been working for three and a half 
years. During this time in round numbers 1200 cases 
have been admitted to the wards in which the system 
is employed. The first 800 cases or so were nursed 
in a ward in which a wall space of only 9 ft. per bed 
was allotted ; for the succeeding 400 a better ward 
has been in use in which a wall space of !2 ft. per 
bed is allowed. 

The original ward contained in each division—the 
divisions being separated by a central kitchen and 
lobby—eight beds and eight cots—i.e., a total of 32. 
The present ward contains six beds and six cots in 
each division, and also two side-wards 
opening off each of the main divisions. (These side- 
wards usually receive members of the nursing staf 
who may be suffering from diphtheria or scarlet 
fever.) In the original and in the present ward one, 
and sometimes two, iron cradles have been frequently 
employed in addition, for the reception of infants up 
to a year old. These cradles, when in use, are invariably 
placed in the middle line of the ward, near the central 
fires, and never along the walls. 

In both the wards employed beds have always 
occupied one side of each division and cots the other. 
This a factor of some practical importance in 
estimating results, since it obvious that the test 
of the system must be more severe in the case of the 
very young susceptible children occupying the cots 
than in the case of the older children and adults 
occupying the beds. This arrangement, although 
not necessarily eliminating the human immune 
barrier, certainly alters the probable distribution of 
these barriers in the ward. 

Before proceeding to an examination of results it is, 
I think, necessary to state the reason for introducing 
* bed-isolation ” at Little Bromwich Hospital, since 
the reason for the introduction of the system may have 
a very important bearing upon the extent and variety 
of the infective material admitted to the ward. 


possesses 


Is 


Is 


Incidence of Cross-infection, 

The original ward at Little Bromwich arose not out 
of any desire to test the limits of the system, but out 
of the sheer necessity for providing at time of 
epidemic diphtheria, scarlet fever, and measles 
additional accommodation for cases which for ons 
reason or another it was impossible or undesirable to 
admit either to the ordinary scarlet fever or diphtheria 
wards or to the orthodox isolation blocks, which wer 
full. Hence, every admitted to the ward was 
accompanied by the pious hope that no cross-infection 
would occur. 

In the course of nursing 1200 cases cross-infection 
has been initiated by measles on three occasions, by 
chicken-pox on three occasions, and by scarlet fever 
twice. Six of these eight breakdowns—viz., measles 
twice, chicken-pox three times, and scarlet fever once, 
occurred in the original ward (with a wall space of 
9 ft. per bed). When measles ** crossed” on two of 
the three oceasions the child in the adjoining cot only 
was infected (once with a wall of 9 ft. and 
once with 12 ft.) ; on the third occasion three children 
on the opposite side of the ward were infected. (This 
outbreak will be discussed later.) In the ot 
chicken-pox on two of the three occasions of breakdown 
an extensive ward infection followed; on the third 
occasion the child in the next cot only was infected. 

The bald statement given above little 
scientific value. In order that some opinion may be 
formed, it is necessary to know not only how many 
times measles, chicken-pox, and scarlet fever have 
been introduced into the ward, but in what stages 
they were introduced, and also to have an idea of the 
number of other patients “at risk” on specific 
With regard to scarlet fever, beyond 
stating that this disease has in various stages and with 
various accompanying conditions been nursed in bed- 
isolation on hundreds of occasions, and that in both 
instances cross-infection was due to proved personal 
centact (in breach of rules) of a child in an infective 
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case 


space 


case 


possesses 
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condition with another, I do not propose further to 
consider that disease in this paper. It is well recog- 
nised that the infectivity of scarlet fever is low and 
that it can be barrier-nursed with very slight risk of 
spread. 

Measles. 

I have analysed the first thousand cases admitted 
to the ward and I tind that in that total were com- 
prised 63 cases Of measles. It is generally agreed that 
the infectivity of measles has become very considerably 
lessened by the time that the exanthem is fully out ; 
hence, it is important further to classify these 63 cases 
according to the state of disease on admission. The 
admissions were distributed as follows : 

1. Pre-exanthem stage—i.e either incubating or 

Koplik’s spots only prese nt on admission . . . 2 

2. Exanthem appearing or fully out on admission 30 

3. Exanthem faded on admission - 10 
Thus, of the 63 admissions about 
the ward during their most infective phase. 
of the three instances of cross-infection by 
the originating case belonged to the 
pre-exanthem group. 


In each 
measles 


Chicken-poxr. 


A similar analysis of the first thousand cases dealt 
that | 


These | 


shows 
occasions. 
divided as follows : 


with under conditions of bed-isolation 
chicken-pox was admitted on 24 
24 cases may be 
1. Incubating 4 
2. Early eruption 0 
3. Seabbing.. 10 
The three breakdowns after the 
during the incubation period. 
| must confess, having regard to 
sO experienced a physician as Dr. 


the 


Foord Caiger 


always to prevent the spread of chicken-pox in glass | 


cubicles,® that I introduced chicken-pox into my 
bed-isolation ward with great trepidation. After a 
few successes with cases introduced in the later stages 
of the eruption I ventured on a case in the incubation 
stage and failed. As I have already mentioned, 
three out of four cases introduced at a similar stage 
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Measles : 
tion of west division of ward. I., early measles; IV., 
with broncho-pneumonia; VII., early measles. 
of previous measles in other patients, 


measles 
No history 


have led to subsequent cases. Whatever the cause 
air-borne or human-borne infection—our experiences 
with early chicken-pox have been so unfortunate that 
[ would not knowingly admit a case of this disease, 
at any rate in the incubation stage, to the bed-isolation 
ward, and I prefer not to admit it at any stage. Hence, 
the small total of admissions of this disease. 

I must here refer to certain reconstructions of actual 
bed-isolation ward populations with particular refer- 
ence to measles. All the diagrams which I have made 
are constructed from material furnished by the 
original ward—the wall space per bed being, as I have 
stated, 9ft. From the point of view of air-borne 
infection this lessened wall space involves a more 
severe trial of the system than where a greater wall 
space obtains; and further, under these conditions 


* Reports M.A.B., 
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Modes of Infection, 


1908, quoted by Chapin, Sources and 
1910. 





| in connexion 


first or 


introduction of | 
chicken-pox were each attributable to cases admitted | 


failure of | 


| rash just appearing) was admitted to Cot 16. 








Order and date of admission and ages of first popula- | 





the strain upon the nursing staff is greater, 
the larger number of patients to be 
Hence the first S00 cases dealt with at Little 
Bromwich constituted a rigorous test of the possi- 
bilities of aerial spread from bed to bed and of thi 
quality of the nursing. In fact, these two conditions 
limitation of wall space and strain on the nursing 
staff—may be considered as having borne too hardly 
upon the system. Are there any factors other than 
space and technique which may operate in favour of 
safe bed-isolation 7 

I have already indicated that in my opinion it is 
important to stress the stage of the disease unde 
discussion at the time of its admission to the ward. 
Our failures with measles and chicken-pox occurred 
with admitted in the earliest 
I have myself stated that ‘‘ as many 


owing to 
bed-isolated. 


cases 


stages. Again, 


| as three cases of measles in the early pre-eruptive 
a third inhabited | 


(Koplik’s spots) stage have been safely treated at one 
time in a single division of the ward.”’? This is 


o 


Adm.duly!8Aug7? 9July Augl4- IS - 20 


mMeasles Previous Attack 
K=Koplik’s spots present on adm. 


Measles: Ward containing eight cases in various stages. Every 
other inhabitant of the ward had a previous history of measles. 
If the histories were correct there was no likelihood of crose- 
infection ; in any case none occurred cither in this (west) or 
in the east division of the ward. 











perfectly true, but such a statement may not under 
all conditions have an equal epidemiological value. 

For example, I have reconstructed (Fig. 1) the first 
population of the original ward which was opened 
on June Ist, 1920. On that day the first case—one of 
measles in the early stage (Koplik’s spots present 
The 
second case (Cot 9) came in the following day, and so 
on. The order and day of arrival of each case are 
indicated upon the diagram—the latter (day of 
arrival) by the length of the column. Only the cases 
admitted up to June 15th are shown. By that date 
Cot 10, and Beds 1, 2, 3, and 4 had not been filled 
and were not occupied until several days later. 

From the point of view of risk of infection from 
measles, therefore, it will be seen that of the small 


| community of 12 persons admitted in a period of 


15 days, three 


came in with measles (two in the early 
exanthem 


stage) and one with exanthem fully 
developed. According to the histories obtained, none 
of the remaining nine patients had had measles. 
Histories of previous attacks of measles are, of course. 
not very reliable—the chances are that some of these 
nine patients had had measles. But even supposing 
they had not, what were the real risks of infection, 
air-borne or human borne ¢ It will be seen by a study 
of the diagram that the greatest source of infection 
was probably introduced into Cot 14 on June Sth 
(early measles); risk of infection from Cot 15 (late 
measles) was negligible. No. 16—the first case 
admitted—would, in its phase of maximum infec- 
tivity, only be capable of infecting the inhabitants 
of Cots 11 and 9, who were admitted to the far end of 
the same side of the ward on the following day. 
Risk commenced at Cot 14. No. 5 arrived on the 
fifteenth day when all danger had passed. So that 
the risk of spread was really confined to seven 
inhabitants. No cross-infection occurred. Thus, 
although it is true to say that three cases of measles 
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(two of them early) were nursed at one time 
ward, yet the real risk of spread at any one time is 
very much smaller than this bare statement would 
seem to imply. 

Fig. 2 shows what protection against measles 
‘ crossing *’ may be afforded by reason of previous 
attack. In this particular ward population there are 
eight cases of measles, five of them 
introduced in the stage of Koplik’s 
spots. The cases were admitted in 
the ordinary routine work of the 
ward—i.e., the remaining population 
was in no way selected or arranged. 
There is one vacant cot. Every one 
of the remaining seven patients 
had a history of previous measles. 
Therefore, if this history was correct, 
there was no likelihood of cross- 
infection. In any case none 
occurred either in this (west) or the 
east division of the ward. Protec- 
tion as a result of previous attack 
may therefore be a powerful ally 











in the | 





in bed-isolation work. 

Fig. 3 is a reconstruction of a 
ward population amongst which 
spread of measles occurred following 
the introduction of a in the 
stage of incubation, Three young 
children on the opposite side of the 
ward developed measles on the same 
date. Was infection air-borne or 
human-borne * 

It will be noted that the line of spread was entirely 
in one direction—that is, obliquely across the ward— 
and that as much as 50 per cent. of the ward popula- 
tion at the moment were protected by previous 
attack. In favour of the air-borne theory it is of 
interest to note that at the east end of the ward is 
a door opening on to a balcony and that this door 
at that time of the year (July) would be almost 
constantly open; that the east end of the ward is 
exposed to what is practically open country, and that 
on Many occasions a breeze would be blowing through 
the ward from east to west. It is perhaps of some 
significance that the three cases infected were to the 
west of the infecting case. Is it not, however, much 
more likely that these three children were infected 


a = 
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case 


Measles: 
measles. 


Fic. 4 


Diagram showing cross-infection originated by 
Fifty per cent. 


detecting the original case. On a certain day no 
fewer than six cases of chicken-pox occurred in the 
bed-isolation ward. No case was known to have been 
admitted for a very considerable time. Therefore, a 
careful examination was made of all the remaining 
children in that division of the ward. These were ten 
in number and nine of them had a previous history and 
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Tse + 2SF Nil infectious 
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admitted incubating 
previous attack, 


a case 
of ward population protected by 


showed scars of chicken-pox. 

admitted with scarlet fever and 
which had become impetiginous—was found on careful 
search to present three or four quite recent and 
typical scars of chicken-pox on the chest amongst 
his healing impetiginous lesions. I have no doubt 
that this boy, admitted in what must have been the 
commencement of his incubation period, was the 
source of infection fcr the others. Note that a three 
weeks old baby in a cradle escaped. Two days later 
a case Cf severe diphtheria with cardiac trouble in the 
opposite division of the ward developed chicken-pox. 
low was she infected 2? On examination of the other 
patients in this division it was found that No. 29 had 
been admitted with diphtheria and a few chicken- 
pox scabs ten days before No, 17 
developed chicken-pox, No. 29 
having herself developed chicken- 
pox some six weeks before ad- 
mission to the ward. She was 
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lesions of scabies 
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therefore a possible but unlikely 
source of infection. 
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The other possibilities are two 
either that there was an att 
borne infection from the far corne: 


of one division of the ward through 
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V, varicella; 

Chicken-pox : 
cealed case admitted in incubation 
same division unprotected by a 
a three weeks old baby 
infected ? By 


period (see text), 


Hiow was No. 
orfrom No, 


in a cradle. 
aerial spread, by a nurse, 


XVII. 


simultaneously as the result of a breach of technique 
on the part of doctor or nurse examining or attending 
the introduced and then proceeding without 
efficient sterilisation of hands to attend to these three 
young children ? My own belief that this an 
instance of human-borne infection. It is understood, 
of course, that the incubating child did not leave its 
bed and stroll across to its neighbours. 

Turning now to chicken-pox, I have reconstructed 
one of the three failures which is of some interest. 
Fig. 4 illustrates an outbreak following the admission 
of what I have called a ‘* concealed ” of chicken- 
pox and incidentally emphasises the with which 
chicken-pox may be mussed, difficulty of 


case 


Is, Is 


case 
ease 


and the 


VP, previous attack of varicella. 

Diagram showing distribution of cross-infection following 
Every 
wrevious attack developed chicken-pox, except 


X XIX. 


the lobby and round the corner to 
Cot 17 in the opposite division 
of the ward, or that infection was 
conveyed by a nurse from the 
infecting not only to the six 
susceptible children in the west 
division of the ward—who simul- 
taneously developed varicella—but 
to the very ill child needing constant attention in the 
corner of the east division. When I say that a night 
nurse on duty at relevant dates was found to have 
had an unreported bandaged finger impossible of 
proper sterilisation, L think there grounds 


a con- 
patient in the case 


ip the east division 


a very late case? 


are some 
for accepting the view that the diphtheria child in the 
other division at any rate was the victim of human 
borne infection. The escape of the three weeks old baby 
is interesting from the point of view of immunity, 
since this child would need frequent attention, and 
was also—if the air-borne view be preferred—in the 
direct line of spread from one ward to the other. 
The other extensive outbreak of varicella originated 
with a child admitted as ‘contact and who duly 
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developed the disease. The child in the next bed 
developed chicken-pox 17 days later. Eighteen days 
later a child in the opposite division of the ward 
developed chicken-pox, and from this case arose four 
further cases in the same division after 15, 16,16, and 
19 days respectively. In this instance it is impossible 
to exclude the possibility of air-borne infection in the 
first i.e., to the child in the next cot, but 
it is also impossible, IT submit. to exclude the view 


‘ cross ”’ 


Fig. 
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Experiment 1.—Result completely negative. No plates infected 
with B. prodigiosus. 


revF 


« 


that infection was human-borne from the one division 
of the ward to the other. Air-borne infection may 
have accounted for the four cases of the third genera- 
tion which arose in this division, the spread being 
in the direction of the breeze through the open door 
and to both cot and bed sides. In any case, the 
experience was sufficiently unfortunate, and resulted 
in the ward being put out of action for a considerable 
period. 
Experiments with B. prodigiosus. 

In conjunction with my colleague, Dr. Hubert 
Henry, City Bacteriologist for Birmingham, an 
endeavour was made to ascertain bow far an organism 


FIG. 





EXPT. 1. (18-7-23) EAST DOOR OPEN, 
NO PLATES INFECTED WITH 
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arranged as ip Fig. 5. I then heavily irfected my own throat 
with a broth culture of B. prodigiosus and arranged myselt 
on the central one of the three beds exactly in the position 
of a patient. Dr. Henry then uncovered the plates, and 1 
coughed vigorously and repeatedly—partially raising mysel{ 
on the bed to do so—first to right and left of the bed and 
then obliquely forward over the bed to right and left in the 
line of the plates. The plates were left undisturbed fo 
25 minutes and were then covered and collected by Dr. 
Henry, who, after incubating them in his laboratory, reported 
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Experiment With B. prodigiosys, 


that not a single colony of B. prodigiosus had developed on 
any of the plates. It will be noted in the diagram that 
a breeze (it was a July day) was blowing through the open 
door. The general direction of this breeze is denoted by th« 
arrow. On the whole it tended to blow against the directior 
of my coughs. 

On the following day the opposite side of the same division 
of the ward was used, three different beds being set up 
In this experiment the ward doors were closed, but a breez 
was blowing through open hopper windows behind and abov« 
the beds. The general direction of the breeze is again shown 
by an arrow. An additional number of plates was employed 
in this experiment (as shown in the diagram). I again 
infected my throat and again endeavoured to cough 
vigorously in the lines of the plates. The plates were again 
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Combined diagram of experiments on succ 


could be projected by coughing. Advantage was 
taken of the fact of the old bed-isolation ward being 
empty after cleaning and a section of the east division 
was arranged as regards specing of beds exactly as 
when the ward was in use for bed-isolation. The 
organism proposed to be employed was that well-tried 
favourite of similar experiments—B. prodigiosus. 


On the day preceding the first experiment a number of 
agar plates were exposed in various parts of the floor of the 
ward and left for 25-30 minutes. These on incubatior showed 
no evidence of the presence of B. prodigiosus in the ward. 


Accordingly, on the following day a series of plates was 


essive days in empty east division of ward, 


allowed to remain 25 minutes, and then dealt with by Dr. 
Herry as before. Dr. Henry reported that a single colony 
of B. prodigiosus had developed on the plate which had been 
placed 8 feet due east of my head. It will be noted that the 
direction of the breeze in this instance was towards the east 
end of the ward. 

(Fig. 7 is a combination of Figs. 5 and 6 in order better to 
show the relative positions in the ward at which the experi- 
ments were made.) 

These two experiments, of course, are no more than 
suggestive, and I do not for a moment attempt to draw 
any deduction from them. All they do show is that 
an adult artificially infected with a known organism 
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ind simulating the act of coughing in certain directions 
was—with a breeze assisting to an unknown extent- 
able to infect an agar plate 8 feet away—and no 
further—in a direct line with his head. 
experiments under more varied conditions are desir- 
able. It does not follow that because B. prodigiosus 
could only be propelled 8 feet that the virus of measles 
or of varicella cannot be spread further by a patient 
actually suffering from one disease or the other. 

In this connexion attentior may be drawn to a very 

valuable contribution by Wynter Blyth to the Section 
of Public Health at the British Medical Association 
Annual Meeting, 1923.* This author criticises much 
of the experimental work which has been done in 
connexion with the bacteriology of sewer air and 
emphasises the conditions which obtain where 
organisms are carried in bubbles. He says: 
‘The thinnest bubble . . . could carry an organism with 
a diameter some 17,000 times greater than the thickness of 
the film. When a bubble breaks there is no ‘ explosion ’ 
but the film, as it were, ‘flaps back’ at the rate of 72 miles 
an hour, and it is this force which ejects the comparatively 
enormous organism. Absorption of liquid by the organism 
is one of the factors in determining its convection by light 
currents of air, and such absorption is minimised if the 
organism has been in contact with grease. It was found by 
experiments with B. prodigiosus that the maximum time 
taken to fall through 100 cm. when discharged from a 
bubble of soap was one minute, and when discharged from 
a bubble of gelatin 45 seconds. 

“... The volume of the globule of water and organisms to 
that of the naked organism is ... about 1000 to 1. Never- 
theless, these particles are small enough to be carried con- 
siderable distances by low velocity currents of air as much 
as 6 feet in a draught of only 30 feet per minute.” 

The possibility of bubble infection under conditions 
of bed isolation deserves further investigation. With 
regard to the extreme infectivity of chicken-pox at its 
earliest stages, the work of Girard * on complement 
deviation in chicken-pox is interesting. Girard found 


that the reaction appears in the early days of the 
disease—from the first to the sixth; by that time it 


is only feebly positive. Girard used as an antigen a 
saline extract of varicella scabs. It does not follow, 
of course, that the antigen is necessarily the virus. 


Summary and Conclusions. 


May I now, if only to serve as points for discussion, 
summarise the conclusions I have arrived at :— 

1. Bed-isolation cannot 
wards for the nursing of 
in their earliest phases. 
and less infective phases may be safely nursed under 
conditions of bed-isolation. 

2. For short distances it is impossible to exclude the 
theory of aerial spread—possibly by bubbles in the 
case of measles. For distances of many feet human- 
borne infection is much more probable. Cases of 
measles and of chicken-pox in their later phases can 
be successfully nursed with a wall space of 9 ft. 
per bed. A wall space of 12 ft. has not entirely 
prevented cross-infection by measles admitted in the 
early stage. Nevertheless, a wall space of not less 
than 12 ft. per bed should be available. This ensures a 
smaller number of patients in the ward, and hence 
less probability of the staff becoming overworked and 
slurring the technique. 


replace small separate 
measles and chicken-pox 


3. Protection by previous attack plays a part which 
always is important but which varies with different 
diseases, and with the age distribution of the ward 
population. In the of measles much as 
30 per cent. of the ward population at any time may 
be protected by previous attack. 

4. In spite of its limitations in the direction of 
early measles and chicken-pox, bed isolation is a 
valuable method for the treatment of conditions of 
relatively low infectivity and of non-infective con- 
ditions in the same ward. It is a method which 
depends for its success almost entirely upon the skill 
and integrity of the nursing staff. 


case as 
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* Girard : Thése de Paris, 1918, 
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Medical Societies. 


ROYAL SOCIETY OF MEDICINE. 
SECTION 

\ MEETING of 
Dr. J. 


OF PATHOLOGY. 
this section was held 
A. MuRRAY being in the chair. 


** Aleukia.”’ 

Dr. S. C. DyKE recorded observations on six cases 
of this condition, all characterised by a leucopenia of 
varying degree, with a relative and actual diminution 
of the polymorphs ; in all the platelets were greatly 
increased in numbers. Clinically all the cases showed 
a hemorrhagic tendency, and some had been labelled 
with the diagnosis of purpura hemorrhagica. Sections 
of the spleen and bone marrow were shown from 
three of the cases; these showed in one instance a 
streptococcal,in the second a tuberculous infection, and 
in the last the presence of coliform bacilli. Dr. Dyke 
discussed the question as to whether the infection was 
to be regarded the cause of the anwemia and 
hemorrhagic manifestations, or whether the infection 
had merely gained a foothold as a result of the 
aplastic state of the haematopoietic system. The 
conclusion was that the myelophthisic state was 
primary and the infection secondary. 


on Feb. 19th, 


as 


Experimental Biliary Cirrhosis Due to Manganese. 

Dr. G. MARSHALL FINDLAY said that although cases 
of chronic manganese poisoning had been described 
among industrial workers on the Continent, in 
America, and also, more recently, in this country, 
comparatively little was yet known in regard to the 
pathological changes produced by manganese. This 
lack of knowledge might be due to the fact that the 
post-mortem examination of only one case of chronic 
manganese poisoning in man has so far been recorded 
(Casamajor, 1916), while attempts to produce man- 
ganese poisoning in animals had not been very satis- 
factory. Experiments were therefore carried out 
on rabbits, guinea-pigs, and rats. When manganous 
chloride was injected subcutaneously into rabbits in 
doses of from 20-80 mg., the animal usually died in 
from one to two days. Microscopically, there was 
found very marked fatty degeneration of the live 
parenchyma, while in the kidneys there were hazmor- 
rhages into the glomerular capsules and degeneration 
in the tubular epithelium. When smaller of 
from 3-5 mg. were injected subcutaneously for from 
six to eight weeks, the rabbits usually showed a 
decline in body-weight and in some cases a rigidity 
of the hind limbs and neck. On post-mortem examina 
tion there was frequently an icteric tint in the sub- 
cutaneous tissues, but no evidence of ascites. The live: 
was usually enlarged, the surface being either smooth 
or slightly roughened and the colour yellow o) 
yellowish red. Microscopically in the liver there was 
found an increase in fibrous tissue accompanied by 
a small round-cell infiltration and the formation of 
fresh bile capillaries. These changes were at first 
restricted to the portal spaces, later they extended 
round the periphery of the lobules, giving rise to a 
form of cirrhosis definitely monolobular in type. 
Subcutaneous injections of manganous chloride in 
guinea-pigs were followed by results entirely similar 
to those described in rabbits, the liver showing the 
various stages of biliary cirrhosis. Rats, when 
repeatedly injected with manganous chloride, also 
developed a cirrhotic condition in the liver, accompanied 
by jaundice but unassociated with ascites. In som: 
cases they exhibited a rigidity of the legs and neck. 
The fibrosis in the liver was at first confined to the 
portal spaces and to the periphery of the lobules, but 
later it extended between the parenchymal cells 
dividing them up into little islands. Many of the 
liver cells were hypertrophic and all showed fatty 
changes. A number of rats also were fed on man- 
ganous chloride which was added to their ordinary 
diet. In from six to ten weeks they likewise developed 
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a cirrhosis of the liver associated with jaundice and 
in some cases with rigidity of the limbs. The micro- 
scopical appearances in the liver were similar to 
those produced by the subcutaneous administration 
of manganese. It was of some interest to note that 
many medicinal waters contained small though quite 
appreciable quantities of manganese salts in solution. 
The selective action of manganese on the liver would 
appear to be due to the fact that it was largely 
excreted from the body by the bile. It was only when 
large doses were administered parenterally that small 
amounts might appear in the urine. The similarity 
of chronic manganese poisoning to the syndrome of 
progessive hepatico-lenticular degeneration described 
by Kinnier Wilson (1912) was extremely striking. 
The nervous lesions occurring in the animals used in 
these experiments were at present the subject of 
investigation. 


A communication on Growth-promoting Substances 
and Embryonic and Tumour Extracts, by Mr. A. H. 
DREW, was also read. 


MEDICAL SOCIETY FOR THE 
VENEREAL 


STUDY OF 


DISEASES. 


A MEETING of this Socict y was held at the rooms of 
the Medical Society of London on Feb. 29th, Colonel 
L. W. HArrtson, the President, being in the chair. 

A Suggested Investigation. 

The PResStDENT intimated that the Council had 
given consideration toa statement ' made at a recent 
discussion to the effect that the modern intensive 
treatment of syphilis was responsible for an increase 
in neuro-recurrences in syphilitics. There 
divergent views on the matter, not only here, but on 
the Continent, and it was very desirable to settle it. 
Therefore the Council desired that members should 
investigate the point, each in his own clinic. During 


the war about 100,000 soldiers had had a necessarily 


short course of salvarsan and mercury treatment, 
and as the war started nine years ago, the time was 
approaching when the aftermath of syphilis of the 
parenchyma of the central nervous system among 
those cases could be expected. On the basis of a 
4 per cent. incidence of general paralysis of the insane 
and 2 per cent. of tabes, then some 6000 of those war 
cases could be expected to present themselves with 
syphilis of the parenchyma of the central nervous 
system. He believed there was nothing like that 
number in the whole country, and in the treatment 
centres none, or very few, had been seen. He hoped 
this combined inquiry would settle this important 
question once and for all. 

Dr. FP. N. Kay Mernztis supported the President 
and advocated the issuing of a questionnaire to all in 
charge of venereal clinics. 

Dr. Witrrip Fox said a similar statement 
made after each advance in the treatment of syphilis 
had been introduced. Some thought neuro-recurrence 
would ensue if anvthing more than 
pills were given. 

A discussion was then held on 
The Instruction of the Medical Profession and of the Lay 

Public with Respect to the Facilities Provided for the 

Diagnosis and Treatment of Venereal Disease. 

Dr. MENZIES, in opening, pointed out that by 
Article IV. of the Public Health V.D. Regulations, 
1916, county councils and county borough councils 
must arrange lectures and addresses of an instructional 
character, well for the publication of any 
information which was likely to be of value, either 
to the medical profession or to the lay public with 
regard to venereal diseases. Those in the London 
County Council took the view that it was best that 
some things should be done by the public authority 
itself, while others could well be delegated to 
voluntary bodies, which should be paid for the duties 
they carried out in furtherance of the scheme. The 


as as 


' See THE LANCET, Jan. 19th, 1924, p. 131. 


were | 


was | 


whole profession in London was circularised, giving 
particulars of the schemes for treatment and the 
facilities which had been set up, where material could 
be reliably examined, and a report furnished; also 
how the members of the profession could be merged 
into and be helpful to the whole crusade. Certified 
practising midwives were also supplied with th: 
necessary information on the subject ; these could bi 
very useful in bringing cases suffering from syphilis 
to the clinics. Other circulars were sent to maternity 
and child welfare centres, Poor-law authorities, and 
prison authorities, the last-named because of the 
number of prisoners who might still be in an infectiv: 
condition when their sentences had expired. Magis- 
trates, police, and bodies of social workers were als« 
circularised. Next, ascheme was started for informing 





| the public where treatment could be obtained, and Dr 


| places. 


Menzies showed specimens of posters which had 
been exhibited in public lavatories and other suitabl 
He described the evolution which the Council 


| passed through due to changing views as to what 


were the most efficacious means of reaching the public. 
In 1919 special series of addresses to employees ot 
controlled firms were organised, and film representa- 
tions setting out the dangers of the disease were 
frequently shown. Special committees were also 
started in the various metropolitan boroughs to assist 
the propaganda work. The L.C.C. had now dropped 
the press portion of the campaign. In London the 
pathological examinations made for practitioners in 
connexion with the disease numbered 3000 in 1917 : 
in 1923 it had risen to 24,000. The teaching facilities 
to the profession had given, so far, a rather dis- 
appointing result. The all-day clinie had been found 
to be of enormous advantage. Four hundred London 
practitioners had now taken up the offer of salvarsan 
and substitute drugs free of charge, having produced 
the necessary certificate of competence to use them. 
Hints as to better or more likely lines of attack had 
been invited, but to this the critics had made a very 








Hutchinson’s | 


| ganda 


poor response. 


Mr. FRANK KIpD agreed that the propaganda which 
had been carried out by the L.C.C. was admirable, 
but as there had been some very unwise propaganda 
indulged in, he wished to utter a warning. It was. 
he thought, a mistake to use fear of disease as a 
weapon for inducing people to come for treatment. 
though probably it had been a factor in getting the 
V.D. clinies started, and without the clinics it would 
not have been possible to train doctors to use the 
new means of treatment. In the long run schemes of 
propaganda based upon fear were bound to fail : 
and a new malady seemed now to have arisen, which 
he might call propaganda disease. There were now 
an increasing number of patients with syphilophobia 
and gonorrhceophobia, who consulted the doctor with 
a fixed terror of venereal disease. They believed 
they would never be cured, that they would not be 
able to marry, and would die insane. They had read 
a number of alarmist statements in the papers, and 
believed them to be true. At a venereal section, ot 
630 attendances, 34 were women who applied because 
they suspected their husbands after reading propa- 
advertisements, but none of the husbands 
were found to be diseased. Three others who were 


| free of disease came because what they had read in 


| mostly men— 


‘their Sunday paper made them uneasy. Many 
applied for expert examination before 
marrying. In many with diseased minds on the subject 
it was found to be difficult, if not impossible, to cure 
them. Some of the patients had been in the hands of 
unwise and inefficiently trained men. and in them there 
was no evidence that there had been disease for a 
long time. Mr. Kidd quoted a number of cases 
illustrating these points. He urged that in this 
campaign an appeal should be made to the highest 
instincts, the building up of character and of good 
clean social habits. He would rather see 10 per cent. 
of the population suffering from venereal disease 
than 50 per cent. suffering from, weighed down by, 
the fear of it, and he held a similar view on the subject 
1 of the cancer campaign. 
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Mr. E. B. TURNER dealt with the question from 
the standpoint of the general practitioner. He said 
he agreed largely with what Mr. Kidd said concerning 
propaganda on the wrong lines, but, as one who was 
responsible for a great deal of propaganda on this 
subject, he was convinced that propaganda on right 
lines did an enormous amount of good. There might 
be cases of syphilophobia, but the campaign had 
brought to many the realisation that they had the 
disease and how important it was that they should be 
promptly treated for it. The free clinic was a wonder- 
ful way of treating the disease and diminishing its 
incidence. But it became a different matter in rural 
and other sparsely populated districts. There clinics 
were few and far between, and the servant or 
farm-hand could not get leave from work to attend 
@ distant clinic. When clinics were set up in the 
suburbs of large towns patients preferred to go into 
the town because they felt more secure from 
picion among their fellows. The only remedy seemed 
to be the education in these matters of the medical 


sus- 


profession as a whole, and it was this need which | 


made him urge a general recognition of the subject 


by the General Medical Council in the medical student’s | 


curriculum. Even though some medical men preferred 
not to treat venereal disease every 
should be able to take a smear and make a diagnosis 
and, if positive, direct the patient to the place where 
he could be efficiently treated. 


profession should be organised. 
Prof. WINIFRED CULLISs said that, as a physiologist, 


she had alwayssought to emphasise the supreme import- | 


ance of maintaining a high standard of health. She 
agreed with Mr. Kidd in deprecating the use of fear as a 
motive. Remedial measures were good, but how much 
better to be able to abolish the need for those measures. 
Unless the general populace could be educated as 
to the need to go to the clinics, the latter would do no 
good. With regard to syphilophobia, a certain pro- 
portion of people suffered from mental instability, 


but that was not a good reason for abolishing propa- 


ganda, which admittedly brought many people to 
the treatment centres. If physiology were more 
generally taught she thought there would be a much 
more sane and helpful attitude in regard to sex 
matters; there was still appalling prejudice on the 
subject, even among those who considered themselves 
educated, including the clergy. Help was required 
for the necessary teaching among the younger 
people. Positive knowledge was one of the best 
preventives. 

Mrs. NEVILLE ROLFE, representing the National 
Council for Combating Venereal Diseases, said this 
body wished to push this campaign further than the 
public purse would support at present. During the 
last two years the National Council had been able to 
carry through a large amount of propaganda work 
against these diseases. She did not think the success 
of the campaign should be judged by its effect upon 
people who were abnormal, though she agreed with 
Mr. Kidd and others that the ground-work of the 
efforts should not be the instilling of the fear of the 
consequences of disease. Knowledge of the conse- 
quences, however, should not be withheld, nor should 
the bad results of neglecting to continue treatment. 
After a propaganda film was shown in a district the 
immediate attendances at the local clinic were often 
doubled. The Council had first to bring venereal 
disease up to the level of other public health subjects 
in the national and she believed 
the right line now was to take all health subjects 
together and no longer concentrate on these particular 
diseases. Efforts should be made to reduce the agencies 
which promoted promiscuity. In four years the various 
notices had resulted in 87,600 letters being addressed 
to the National Council, a large number of the writers 
of which believed themselves to be infected and asked 
where they could obtain treatment. Mrs. Rolfe 
proceeded to speak in detail of the activities ot the 
Council and the steps taken in the interests of men in 
the Mercantile Marine. 


CONSCIOUSNESS, 


practitioner | 


The aim should be | 
to get cases at the beginning, and to that end the whole | 


Colonel KE. T. BURKE thought that such cases as 
Mr. Kidd spoke of were exceptional. Certainly the 
teaching of the general practitioner in these matters 
was essential, and it should be made a compulsory 
subject in the medical student's curriculum. 
Students should be required to have three or six months 
in the work of a V.D. clinic, so that a regiment of 
men would be built up who would be familiar with 
the matter on entering general practice. Colonel 
Burke spoke of the harmful effect of the statement ot 
some doctors to their patients that three 
injections of ** 606”’ would put them right. 

The PRESIDENT said he was sure Mr. Kidd would 
| agree that propaganda was good so long as it was 
wise. He had long telt that all that was required was 
a plain statement of the case, without exaggeration, 
with emphasis on the value of thorough treatment, 
and its effect in preventing horrible late sequele. 
He thought the posters in the public lavatories were 
in the wrong place. In 1919 an offer was made by 
the Insurance Committee of London to give post- 
graduate instruction at Rochester Row, and in two 
years 400 practitioners attended that course. \t 
St. Thomas’s Hospital it was made compulsory for 
| all to attend the instruction on venereal 
disease in the centre. If that were followed at all 
hospitals it would do much to anticipate the benefit 
| which would later accrue from the steps taken by the 
General Medical Council. 

Dr. MENZIES briefly replied. 


or four 
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A MEETING of the Fever Hospitals Medical Service 
Group of this Society was held on Feb, 22nd, Dr. 
Kk. W. GoopaLL, the President, being in the chair. 

Dr. EK. H. R. HARRIES opened a discussion on 


Bed-Isolation, with Special Reference to Measles and 
Chicken-pox. 

appears in the origina! 

present issue of THE LANCET. 

The PRESIDENT congratulated Dr. Harries on his 
observations, but thought that little, if any, knowledge 
on the subject had been added to what was brought 
forward at the discussion held at a meeting of the 
Group in May last. In addition to the factors men 
tioned as being favourable to the spread of infection, 
such as the period of the disease, he would add the 
period of the epidemic. There was some evidence to 
show that certain diseases were more infectious during 
the waxing than during the waning of an epidemic. 
From his experience at the Eastern and North-Western 
Hospitals he had come to the conclusion that neithe 
measles nor chicken-pox in the acute stage could be 
nursed, with safety to other patients, in a “ bed- 
isolation " ward. In his experience cross-infeetion was 
more frequent in such a ward than in a ward or block 
consisting of completely separate rooms or chambers. 
That went to show that the conveyance of infection 
by air could not be ruled out. ** Bed-isolation *’ wards 
should not contain more than 16 patients at the 
outside. The smaller the number of beds the better 
the result. It was desirable to provide the nursing 
staff employed in the ward with a written set of rules, 
but those rules should be simple and comprehensive. 
Local sanitary authorities must not be led into thinking 
that all kinds of acute infectious could be 
treated together in the under bed- 
isolation *’ regulations, even if it were found 
that the infection was never air-borne, it was quite 
certain that to prevent it being carried by any member 
of the staff that staff must be highly trained in these 
methods, and it was unlikely that the staff employed 
in small isolation hospitals would possess the requisite 
experience and technical knowledge. He thought it 
would be very difficult to defend an action-at-law 
brought in the case of a patient who had contracted a 
serious disease, such as measles, from another such case 
| intentionally admitted into a‘ bed-isolation 
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Dr. FREDERIC THOMSON was glad that Dr. Harries 
assumed that at hospitals where ‘* bed isolation ’’ had 
been carried out the best available staff were employed 
for the work ; evidence from the various hospitals con- 
cerned did not suggest much difference in efficiency of 
the staff, and any such implication would be invidious. 
Taking into consideration the size of these hospitals 
the choice of nurse must be ample, and it was more 
than probable that the nursing had been very good 
indeed. On the other hand, he could quite conceive 
that the requisite class of nurse might not be available 
in many small hospitals. He thought few could deny 
a measure of success to bed isolation as a mode of 
obviating the spread of infection by contact. Given a 
reliable staff, it was safe to treat mild or severe scarlet 
fever under such conditions, or, indeed, any disease of 
low infectivity. but accidents would happen just as in 
other methods of isolation. Of the few instances of 
the transmission of scarlet-fever infection, nearly all 
had been traced to some fault in the technique, such 
as the unobserved injured finger of a nurse, but the 
same danger would apply equally to blocks composed 
of single rooms. Much the same success had been 
obtained with diseases of higher infecting power in 
patients admitted at later and less infectious stages of 
the disease; but those who had admitted these 
diseases at the earliest stage had not been successful 
in avoiding the conveyance of infection to others ; 
indeed, in chicken-pox admitted before the outcrop of 
the eruption the failure had been pronounced. It was 
interesting to discuss why failure arose in some diseases 
and not in others, but the broad fact remained that 
there had been failure under the best conditions of 
general management. As Dr. Harries had pointed out, 
it was easy enough to say with truth that one had 
treated a large number of infectious and other diseases 
in such a ward without cross infection, but in 1914 he 
had felt almost certain he could safely treat the 
diseases ordinarily sent into a *‘ bed-isolation’’ ward 
were he to choose the day of the disease on which to 
send them there. Undoubtedly misconception had 


arisen because we did not fully realise that some 
diseases were much more infectious in certain phases ; 
of this fact no better illustration could be given than 
Dr. C. Rundle’s statement in 1912 that he had treated 
41 cases of chicken-pox in his ‘** bed-isolation ”’ ward 
without cross infection, whereas the disease had been 


introduced accidentally into ordinary wards on 
21 oceasions, with cross infection in all but one 
instance. The explanation was now obvious, but was 
not realised by anyone then. He very much doubted 
if the cubicle block was any better than the ‘ bed- 
isolation ’’ ward, but the ordinary isolation block with 
single-bedded rooms, the doors of which opened on to 
the outer air and had no internal means of communica- 
tion, was in his experience much more successful in 
the isolation of early measles and chicken-pox, mishaps 
being so rare as to point to some carelessness on the 
part of an attendant. On the other hand, those who 
had introduced measles and chicken-pox in the 
pre-eruptive stage to a ‘‘ bed-isolation”’ ward had all 
failed, particularly badly with chicken-pox, since in 
the latter disease cross infection had arisen nearly 
every time. Of the seven exposures of chicken-pox 
at this stage in his ward, five were productive of the 
disease in others, and the two which failed to infect 
only endangered children who had already been 
exposed to a similar risk about a fortnight before. 
The experience of Dr. Goodall and Dr. Harries with 
chicken-pox at this stage appeared to have been 
similar to his, and as far as he was aware there were 
no other published experiences on this point. He 
thought there was little doubt that ‘“ bed isolation ”’ 
could to some extent replace the single-bedded room, 
given suitable nurses. With regard to the reasons for 
failure of * bed isolation ’’ wholly to replace the single- 
roomed block, he thought that in the earliest stages of 
certain infectious diseases infection could be conveyed 
through the air indoors by droplets, or some such 
means, for distances of 14 feet at least. It might be 
argued that attendants were less likely to be careless if 
working in a block of single-bedded rooms, because of 


the impression conveyed to their minds by the need 
for this complete isolation; or that in ‘ bed isola- 
tion’? the supervision of the ward was easier. In 
either case the supervision at night would not be 
complete and if the staff were good he did not think 
these arguments materially affected the case. He was 
not prepared to agree with Dr. Harries concerning the 
likelihood of infection of measles being human-borne 
rather than air-borne ; and he did not think it would 
do to seek refuge in the reflection that it may be more 
difficult to wash from the hands certain infections, for 
if that was so the result in his single-roomed block 
could hardly have been so much better than in the 
** bed-isolation ”’ ward. 

Dr. D. MAcINTYRE stated that, except in the case 
of chicken-pox, his experience of bed isolation was 
very similar to that of Dr. Harries. There appeared 
to be general agreement among those who had used 
the method that, excepting early measles and chicken 
pox, most of the common infectious diseases could be 
safely nursed in a bed-isolation ward. This, he thought. 
marked a definite advance in our knowledge of the 
control of infection. With regard to chicken-pox, he 
had so far had no cross infection from this disease in 
the bed-isolation ward at Plaistow Hospital. Forty-two 
cases of chicken-pox had been safely treated in the 
ward during the past four and a half years. Some of 
these had been admitted in the first and second day ot 
the eruption, but none had been in the ward during the 
incubation period. With measles his results had been 
different ; cross infection had occurred during an 
epidemic in the spring of 1922, and again quite 
recently. Both failures had occurred when an epidemic 
had been at its height in the district and when the 
number of cases admitted to the ward had rapidly 
increased. During such epidemic periods patients 
admitted as scarlet fever and diphtheria were frequently 
found to be either suffering from or incubating measles, 
and it was often a difficult problem to isolate all these 
cases. He had made free use of the bed-isolation ward 
for this purpose, and his experience had led him to the 
conclusion that while measles in the eruptive stage 
could be controlled the number of such cases in the 
ward at the same time must be limited to one or two. 
The experiments carried out by Dr. Harries were very 
interesting, and he thought valuable knowledge might 
be gained by work along such lines. He entirely 
agreed with Dr. Harries regarding the value of a bed- 
isolation ward, especially in hospitals where small 
separate ward accommodation was limited. 

Dr. HARRIES, replying, emphasised the importance 
of the time factor in connexion with the two experi- 
ments with B. prodigiosus detailed, and drew attention 
to the conception of ‘ Velocity of Infection”’’ due 
to Surgeon-Commander S. F. Dudley (Reports to 
Medical Research Council, No. 75). He believed that 
Dudley’s theory applied to problems of bed isolation 
would prove of great value, and instanced his own 
experiences when acting as receiving officer at the 
base isolation hospital in Mesopotamia during the war. 
The method of collecting the infectious sick was for a 
launch twice a day to call at those dep6ts on the Tigris 
flying the yellow flag, and to collect in the same launch 
cases of most varied types of acute infections. The 
patients were placed on stretchers, and covered with 
blankets, and arranged on the floor of the launch. 
On arrival at Quarantine Island, the stretchers were 
removed from the launch, carried to the receiving room 
of the hospital, and again laid side by side on the floor. 
He had noted as many as ten different acute infections 
brought in at one and the same time: some water- 
borne, e.g., cholera and typhoid ; others insect-borne, 
e.g., plague and relapsing fever; others, again, being 
such infections as small-pox, chicken-pox, and measles. 
In spite of the proximity of these patients in launch 
and receiving-room, he could recall no instance of 
cross infection over a period of many months. He 
ascribed this freedom of cross infection as in part due 
to (1) the types of disease, (2) the age-distribution of 
the patients dealt with, (3) protection by reason of 
previous attack, (4) the brief period during which 





proximity obtained, and (5) to the fact that the sick 
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Asiatic almost invariably covers his head with a 
blanket or garment. He agreed with the President 
that it was desirable to make the regulations for the 
working of bed-isolation wards as simple and concise 
as possible. 


PARTICK AND DISTRICT MEDICAL 
SOCIETY, GLASGOW. 


A MEETING of this Society was held on Feb. 21st, 
Dr. JOHN GRACIE being in the chair. 

Dr. J. FERGUSON SMITH read a communication on 

Furunculosis. 

He said that his remarks were to be limited to the 
consideration of the state of having boils, as opposed 
to the treatment of the individual boil. There were 
two main factors in the production of a boil. One 
was the presence of pyococci, and the other was the 
presence of patulous hair follicles or ducts of glands 
by means of which the pyococci were enabled to reach 
the corium. Recent work had thrown doubt on the 
theory that the infecting organisms were those 
strains commonly found in the skin, and that these, 
by reason of some exaltation in their virulence, or 
depression of the resisting power of the host, became 
pathogenic. Recent work suggested that boils were 
produced by infection from a previous sufferer, and 
were due to pyococci quite distinct from those 
normally found in the skin. Later boils were thus 
lineal descendants of the primary boil or other septic 
lesion. 

In the treatment of the condition the first essential 
was to remove any obvious predisposing causes such 
as scabies, pediculosis, and the friction of soiled 
clothing. The next was local antisepsis; a wet 
dressing should never be applied to any septic con- 
dition of the skin without the application of a strong 
antiseptic to the parts each time the dressing was 
changed. For this purpose Dr. Smith used perchloride 
of mercury, | in 1000 to 1 in 5000, depending upon the 
amount of inflammation and the texture of the skin ; 
or acriflavine, 1 in 4000 in normal saline. Carbolic 
was irritating and relatively feeble. As the hands of 
the doctor and the patient carried the pyococci, 
attention should be paid to these. If these simple 
precautions were observed it was rarely necessary to 
have recourse to vaccines, the success of which was 
problematical. A vaccine should be autogenous, and 
given at four- to five-day intervals; an initial dose of 
200 million should be gradually increased to one of 
2000 million. Dr. Smith had had no good results 
from colloidal manganese; stannoxyl, he thought. 
had occasionally a good effect. He had not found 
that his patients were noticeably ‘‘ run down” as a 
class, and while he treated the general health he did 
not think that such treatment helped greatly in the 
prevention of the furunculosis, except in cases of such 
gross disorder as diabetes. In conclusion, he men- 
tioned what he considered to be the sheet-anchor of 
treatment—the use of X rays. These acted by pro- 
ducing a temporary partial atrophy of the skin glands 
and follicles, and thus deprived the cocci of their 
favourite nidus. The method was particularly 
applicable to localised furunculosis, as on the back of 
the neck and in the axilla. 





Sussex TuHroat AND Ear HospitaL.—The forty- 
fifth annual meeting of this hospital at Brighton was held on 
Feb. 6th. It was announced that in March leases of 
property adjoining the hospital, and belonging to the 
hospital, terminate, and the necessary legal formalities have 
been completed for the hospital to take possession. The 
extension comprises a waiting-hall, two consulting-rooms, 
a dressing-room, and an isolation ward, and it was announced 
that the governors had practically the required sum in hand. 
In-patients during 1923 numbered 663, an increase of 91 
over the previous year, and out-patients had fallen from 
1320 to 1002, due to the fact that on three occasions during 
the 12 months the hospital was closed to out-patients 
owing to infectious diseases. 
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| Rebietus and Notices of Books. 


ORGANIC ARSENICAL COMPOUNDS. 
By GEORGE W. Ratziss, Ph.D., 
Chemotherapy, Graduate School of Medicine, 
University of Pennsylvania; and Josrepu L. 
GAVRON, B.S., Associate in Research Chemistry, 
Dermatological Research Laboratories, Phil- 
adelphia. New York: The Chemical Catalog 

Company, Inc. 1923. Pp. 570. 

Tuis book of 570 pages is in the nature of a dic- 
tionary, with 1594 numbered references to a biblio- 
graphy at the end of the volume. The * dictionary,’ 
in the present instance, in more or less 
detail the single subject of organic arsenic. While 
there are to be found hundreds of original contri- 
butions to the chemistry and pharmacology of these 
bodies, distributed in dozens of scientific journals, 
the actual books dealing with the matter can be 
numbered on the fingers—this is certainly true so 
far as books printed in English are concerned, For 
this reason the authors deserve thanks for thei 
painstaking effort in bringing the information together 
in up-to-date fashion. The book is issued under the 
auspices of the American Chemical Society ‘* by 
arrangement with the Interallied Conference of Pure 
and Applied Chemistry, which met in London and 
Brussels in July, 1919,” and thence the launching of 
this, and numerous scientific and technical mono- 
graphs, passed by a sifting process to the hands of 
the Chemical Catalog Co. of New York City. 

In the general introduction reference 
Beilstein, Richter, and Ostwald specifically 
English and French dictionaries (non-specified) as 
available for study, but we should have liked to 
an earlier acknowledgment to ** Organic Com- 
pounds of Arsenic and Antimony.’’ by Prof. G. T. 
Morgan, D.Se., F.R.S. (Longmans, 1918)—the last 
mentioned is, of course, the English classic on this 
branch of chemistry—instead of occasional acknow- 
ledgment among the 1594 references at the end of 
the book. We view this failure to refer to an English 
chemist’s classical treatise as unlucky, without any 
suggestion that it was intentional: but the omission 
should be rectified in any future editions. 

The authors have aimed at including practically 
every organic arsenical compound reported in the 
literature up to date, they have consulted almost 
all the original articles and patents published in the 
English, German, French, and Russian languages. 
and there appears at the end of the volume a chapter 
on chemotherapy comprising 20 pages. The arrange- 
ment of the subject-matter in the body of the work 
is on correct lines, such as a chemist would expect. 
First there is a historical sketch of 17 pages; the 
trivalent aliphatic bodies with a little over 30 
pages; then the pentavalent with a further 30, and 
then follow, systematically, unsaturated aliphatic 
arsenicals, and from page 103 onwards trivalent 
and pentavalent aromatic compounds, heterocyclit, 
miscellaneous compounds, and so on to the end. 

In the historical sketch it is stated that the first 
recorded observations of the production of an organic 
arsenical compound, ‘* Cadet’s fuming  arsenical 
liquid,’’ were made in 1760 by L. C. Cadet de Gassi- 
court, a French military pharmacist working on an 
arsenical cobalt’ compound, with a view to making 
the best sympathetic ink. The events of 1914 and 
succeeding years make us wonder whether each of 
the participating nations proposes to keep its pet 
invisible ink a secret—we have seen nothing printed 
since the war on the matter. The American historical 
sketch proceeds almost exactly on the lines of Prof. 
Morgan’s—excepting, of course, that the English- 
man stopped in 1918, and, incidentally, has neatly 
arranged references at the bottom of each page. 
The subsequent work of Prof. Raiziss himself, Jacobs 
and Heidelberger, Fargher and Pyman, King, Wieland 
and Rheinheimer, and others are included in the 
American work. 
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Much of the work is of great value, and the result 
of learning, diligence, and research, but need we 
have had all that is given us ¥ Let us take a critical 
example. It known that manufacturers during 
the last few years found considerable difficulty in 


Is 


| 
| 


producing a body corresponding with the original | 


neo-salvarsan, when proceeding according to the 
specifications in the German patent methods. On 
turning to page 195, we tind an entire page devoted 
to seven different methods, or modifications of a 
parent method, by which to make novarsenobenzol. 


These are translations from Deutsche Reichspatente, | 


Nos. 245756, 260235, 263460, 264014, and 271893. 
Knowing what a German specification has been in 
the past, and reading what the Medical Research 
Council recently had to say on the matter, the ques- 


tion was put specifically before a British firm with | 


experience in the difficulty as to whether the 
methods given in this book would work. They replied 
(Feb. llth, 1924): **. . . Though the directions could 
not be called purposely misleading, our works opinion 
is that not one of the directions, if followed closely, 
would give the desired product. One must regard 
these patent specifications as academic rather than 


of manufacture varies from every one of the patent 
specifications, and can only be arrived at by experi- 
ment and experience.” Prof. Raiziss has himself 
worked on the compound, and has demonstrated the 
commercial drug to be a “ non-uniform mixture of 
the mono- and di-N-methylenesultinic acid derivatives 
of arsphenamin together with uncombined sodium 
formaldehydesulfoxylate, sodium sulfate and chloride.” 
The page of erroneous patent specification directions 
might, therefore, have been omitted. We have 
counted the references to the D.R.P.’s on one page 
(p. 529) of the 15 pages devoted to the 1594 refer- 
ences. There are 22, in addition to three American 
and a few French and English. But a young and 
enthusiastic bench-worker who may think to hit on 
something novel may be disappointed, for search 
will probably show that all the Ausgangsprodukte are 
covered and hedged in by a network of patents, the 
mastery of which alone will cause him to wish he had 
the brain of a Bradshaw rather than of a Ramsay. 
There is, however, an advantage in having all these 
patent specifications collated in book form; they 
spur on the practical worker to find out how a com- 
pound is really made, and conversely how it cannot 
be made. Those who take out patents not seldom 
keep a ‘modicum’ up their sleeves. 

We congratulate Prof. Raiziss and his associate 
on their work in the chemotherapy chapter—and 
indeed on the entire book; but they do _ not 
countenance the most modern view of all, in 
criticism of Ehrlich’s chemotherapy—viz., that a 
compound like salvarsan owes its activity to its 
organotropic rather than to its parasitotropic power. 


MAN’S MENTAL EVOLUTION, PAST AND FUTURE. 
By Harry CAMPBELL, M.D., 
London:  Bailliére, Tindall 
Pp. 74 + v. 3s. 6d. 

TuHIs little book gives a survey 
progress of man from before the 
present state a social animal. 


and Cox. 
of the 
ape-stage 

Dr. 


mental 
to his 
Campbell 


as 


| running 


| and face and 


| and pubes. 
| of them 


| other parts of the body as with the hair. 


F.R.C.P. Lond. | 


1923. | 


follows MacDougall in regarding man’s behaviour as | 


essentially instinctive, and accepts Trotter’s conception 
of the herd instinct: 
intelligence, and decides that the more intelligent the 
person the more likely is his conception of right or 
wrong to conform to a code having for its standard 
the interest of others. This marks the distinction 
between Dr. Campbell and those who seek the 


but he stresses the influence of | 


explanation of certain a-social conduct in the influence | 


unconscious motives—a distinction 
He rejects the belief in any élan vital 


of 
importance, 
or * 


to advance intellectually or morally. Survival value 


of practical | 


spiritual influx ’’ by which the human race tends | 


is the thing that matters, and selection is still operative | 


in man’s moral evolution, so that he is probably 


becoming better adapted to the restrictions imposed 
by communal life. Dr. Campbell's thesis is clear and 
self-contained, but it may be doubted whether his 
premiss of individual moral evolution would by 
generally accepted. Morals are a matter of geography, 
goes the old saying; they are certainly a matter of 
history, and in overlooking social as opposed to 
individual evolution the author makes his task mon 
easy but his results less convincing. The book would 
have been called ** materialistic "" a generation ago. 
It reminds us that there are established scientili: 
theories with which modern psychology must be brought 
into accord. 


EARLY TUBERCULOSIS IN ADULTS. 

Die Klinik der Beginnenden Tuberkulose Erwachs- 

ener. By Dr. WILHELM NEUMANN, Privat 

Dozent at the University of Vienna. Vienna 

Rikola Verlag. 1923. Pp. 15s. 

IN this monograph the author recounts the signs 
and symptoms of early tuberculosis in adults, and 
the means whereby early tuberculous changes can 
be detected. The subject is one with which every 


| writer on tuberculosis attempts to grapple, and it is 
practical, and as we have found it, the actual process | 


usually dealt with on conventional lines, inspection, 
percussion, auscultation, and the like, being described 
seriatim in a faithful and plodding manner. The 
author has, to a certain extent, digressed from this 
path; when he is conventional, he is helpful to the 
medical student and general practitioner, and when 
he is unconventional he has much to say that his 


| fellow specialists will be interested in, and with som: 


of which certain of them will disagree. 

It perhaps, inevitable that the tuberculosis 
specialist should come to see signs of tuberculosis in 
almost every departure from the normal, just 
alienists smell insanity in every eccentric trick and 
habit. Erythrism, or redness of the hair, is a case in 
point. The author distinguishes four different types 
of erythrism, and for almost every type the prognosis 
for tuberculosis is different. The red-blonde, whose 
hair everywhere red, may suffer from latent 
or abortive tuberculosis, but never from phthisis 
a malignant course. But such malignant 
phthisis is very common in the subjects of partial 
erythrism—i.e., persons with red hair on the pubes 
in the axilla, but not on the head. 
There are two varieties of this partial erythrism. 


1s, 


as 


is 


| according to the author, and the fourth main type 


is described by him ‘hair disharmony,” the 
possessor of, or sufferer from, which has a fuchsia 
red moustache, but normal-coloured hair on his chin 
This type is said to be prone to tuber- 
culous peritonitis. Digressions on observations such 
as these stimulate research, but it is doubtful if many 
will stand the test of statistical investiga 
The author deals almost as thoroughly with 
Differences 
in the colour of the iris on the two sides are referred 
to as degenerative stigmata which may or may not 
favour tuberculosis. The suggestion that there is 
more pigment in the iris on the side most affected 
by tuberculosis is well worth checking by the statis 
tical method, and the value of this book would have 
been considerably enhanced if the author’s correla- 
tions of various signs with tuberculosis had been 
supported by systematic comparative investigations 


as 


tions. 


BERGEY’S MANUAL OF DETERMINATIVE BACTERIOLOGY. 
\ Key for the Identification of Organisms of the 
Class Schizomyceles. Arranged by a Committee ot 
the Societ Vv of American Bacteriologists: DAViIp M 
BERGEY (Chairman). FRANCIS ©. HARRISON, 
ROBERT S. BREED, BERNARD W. HAMMER, FRANK 
M. Huntroon. Baltimore: Williams and Wilkins 
Company. 1925. Pp. #42. 

THIs is a work which cannot be adequately reviewed 
after mere perusal. It should be handled daily, in 
association with active work, before a weighed judg- 
ment as to its accuracy and usefulness can be arrived 
at. The prodigious and amazing energy. the breadth 
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of reading, and the tireless revision, which must have | 
gone to its compilation, demand admiration for their 
mass alone. Everyone will admit that bacterial | 
nomenclature is extremely unsatisfactory, and that in 
labelling such diverse forms as the organisms of the 
colon group. the spore-forming anaerobes, and the 
tuberculosis organism by the common name _ of 
bacillus we are reaching back to the very early and 
primitive days of the science. He who ventures to 
break fresh ground and propound an acceptable 
nomenclature is, however, venturing into a quaking bog. 
To the conservative British bacteriologist the book 
is at once a revelation and cause for distress. 
ire the time-honoured 
hallowed investigators 
about them. 
the index 


Gone | 
names and the traces of time- 
which have always clung 
B. typhosus (Eberth) finds no place in | 
and has suffered transmogrification into 
Eberthella typhi (Eberth-Gaffky), Castellani and | 
Chalmers. That reform and _ progress are both | 
necessary and inevitable is a platitude, but we are | 
not convinced that it is along the rigid lines laid down | 
by our American colleagues that the most fruitful 
changes are to be made. In the end we shall probably 
be inconsistent, and whilst clinging to our old friends, 
such as the gonococcus, the tubercle bacillus, and 
B. coli (Escherichia coli), in other groups such as the 
spirochzetes, we may adopt new suggestions. 

It would greatly aid reference in this work if page- 
headings gave information as to the material dealt 
with instead of monotonously repeating the title 
of the book. An enormous number of species is 
included, some 850 odd being described, and we are 
dubious as to the advisability of lending countenance 
to the perpetuation, with specific rank, of saprophytic 
forms which have no commercial, pathological, or 
biological importance. Those who in the past have 
catalogued endless intestinal or other organisms upon 
such slender bases as sugar reactions, which probably 
are almost infinite in their possible combinations, 
have rendered an ill-service to bacteriology, and the 
the perpetuation of this kind of folly is quite undesir- 
able. A short note upon the existence of such forms 
without detailed description would save much space 
for more important micro-organisms. The book 
contains no list of synonyms; no doubt these are 
intentionally excluded to enforce adherence to the 
nomenclature put forward. A valuable contribution 
to its subject, this work will doubtless find its way 
into all bacteriological laboratories ; but it seems to 
prove the impossibility of its mission—the application 
of a binomial to the adequate designation of every 
known organism. Is the attempt worth it?’ We 
think not. Words are not so precious that so vast 
an amount of labour should be expended in bolstering 
up this botanical fetish. 


PHARMACEUTICAL AND Foop ANALYSIS. 


A Manual of Standard Methods for the Analysis 
of Oils, Fats, and Waxes, and Substances in which 
they Exist ; together with Allied Products. By 
Azor Tuursron. London: Chapman and Hall, 
Ltd. 192%. Pp. 416. 21s. 

THe title of this work is misleading, as it deals in 
veneral with the analyses of oils, fats, and waxes, as 
set out in the subtitle. Until the preface is read, there 
is no indication that the subtitle constitutes Part L., 
Part IIT., dealing with the analysis of the more common 
drugs and foods, being now in preparation. In future 
editions we would suggest that the division into 
Parts I. and LI. should be made clearer or that other 
appropriate and distinctive subtitles be adopted. 
The first four chapters are concerned with polariscopes, 
refractometers. and the determination of specific 
gravity by various means, and general methods of 
analysis. Subsequent chapters are devoted to the 
commonly occurring oils, fats, and waxes, dairy 
products, flesh foods, eggs and egg substitutes, and 
the volatile oils. At the end of each section a 
bibliography up to date (1922) is attached, comprising 
the prominent American and English journals, all 





original articles appearing in these 
included regardless of their importance. 
of a name index is to be regretted. 

Apart from these criticisms, the book is undoubted], 
good, and it is a useful contribution to this important 
branch of chemistry. Indeed, this is to be expected 
from Mr. Thurston's long official 
American Food and Agricultural Departments. Not 
the least valuable portion is the list of adulterants 
based on the Federal notices of judgments, so far as 
these have a bearing on the subjects dealt with in this 
volume. It is obviously important that the analyst 
should know what adulterants are being used 
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Che Conduct of Medical Practice. 


A Series of Articles by Experts dealing with the 
Difficulties Encountered in Professional 
Life and How to Meet Them. 


X.—OBLIGATIONS TO HIS PATIENT. 


By JAMES NEAL, M.R.C.S. ENG.. 


GENERAL SECRETARY OF THE MEDICAL DEFENCE UNION. 


Aegroti salus suprema lex. 


Iv is the duty of a medical practitioner to place the 
interests of his patient above all other considerations 
and to do his utmost to promote his patient’s welfare. 
The British Medical Association has expressed the 
opinion “‘that a medical practitioner should not 
under any circumstances disclose voluntarily, without 
his patient’s consent, information which he has 
obtained from that patient in the exercise of his 
professional duties.”’ It may be said that this opinion 
is universally accepted. 


Implied Warranty and Contract. 

The fact that a medical practitioner is registered 
is an implied and public warranty on his part that 
he possesses the requisite ability and skill, and in 
every case that he attends he is legally bound to 
employ a reasonable amount of knowledge, skill, and 
care. In the absence of a definite arrangement that 
he shall not be paid, a medical practitioner is entitled 
(unless restrained by such a by-law as that of the 
Royal College of Physicians) to be reasonably 
remunerated for any professional services he may 
render. There is, however, nothing to prevent a 
medical man from attending a patient on the under- 
standing that his services shall be gratuitous. It is 
commonly understood that a medical practitioner is 
at the beck and call of anyone who chooses to send for 
him. This is not the case. There is no law to compel 
a medical man to attend a patient, apart from any 
contractual obligation he may have accepted, but if 
he once undertakes to do so, he must not go back 
except at his own risk. Even if he is attending a case 
gratuitously, and wishes to withdraw from it, he 
should give the patient a reasonable opportunity of 
obtaining other medical he 
attendance. 

The relationship between a medical practitione: 
and his patient is one of contract, though usually the 
contract is only implied by the rendering of services 
by the medical practitioner for which he can claim 
to be reasonably remunerated. It is as well that the 
scale of such remuneration should be agreed with the 
patient at the outset, whenever possible, to avoid 
misunderstandings. It should never be forgotten 
that a medical practitioner has no right to do anything 
to a patient without his consent, or, in the case of a 
child, without the consent of the parents or guardians, 
save in emergencies when the medical practitioner 
must exercise his discretion. This applies not only to 
operations, but to mere examinations or any form of 


assistance before ceases 
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treatment. When surgical operations are necessary, 
the ideal thing is to obtain the patient’s consent in 
writing, and the full extent of the operation 
frequently cannot be determined beforehand, it is 
well for the surgeon to get a written authority to 
exercise his discretion when the exact conditions are 
ascertained ; but in practice this ideal can but 
seldom be attained. No surgeon can exceed the extent 
of his authority without some risk of laying himself 
open to a charge of assault. 


as 


Allegations of Negligence. 

Everyone engaged in active practice, whether 
as general practitioner or as consultant, is liable 
in the ordinary course of his daily work to false 
charges, sometimes very serious, of professional 
uegligence or incapacity. However well-informed 
a medical practitioner may be in his professional 
work, and however careful he may be in _ his 
treatment of a patient, he is always at the mercy 
of any person who may feel aggrieved. All that 
seems necessary from the patient’s point of view 
as a foundation for an action for negligence or 
malpraxis is for him to conceive the idea that however 
serious his disease or injury may have been, he ought 
to have made a more rapid recovery or obtained a 
more perfect result. He bolsters up his claim with 
items for loss of wages, loss of health, nervous shock, 
expenses for visits to the seaside, massage, and the 
like, hoping that the practitioner will submit to his 
demands for compensation rather than face the 
ordeal of a public trial. No doubt it is a great tempta- 
tion to settle a claim of this kind by a small monetary 
payment, and so avoid the publicity necessarily 
involved in court proceedings, but every case that is 
fought and won will help to protect other practitioners 
from having to face similar claims. 

The majority of the allegations of negligence are 
set up as a counter-claim against the payment of 
professional fees. Fortunately, it is not sufficient for 


the plaintiff merely to contend that he has received 


no benefit from the treatment. If a practitioner has 
exercised due care and ordinary skill, he is entitled 
to be paid, although his treatment is unsuccessful. 
The mere employment of a medical practitioner does 
not imply a contract to perform a cure, but only 
that the medical practitioner will exercise reasonable 
eare and skill, having regard to his position and 
standing in the profession. 

But a patient is entitled to recover damages in 
respect of any injury caused through neglect or lack 
of skill on the part of his medical attendant, and it is 
a question for the jury in each case to say whether 
any injury is attributable to the want of a reasonable 
and proper degree of care and skill in the practitioner’s 
treatment. If the jury finds that there was a 
lack of care and skill on the part of the medical 
practitioner, having regard to his status and 
experience, he will be held liable, but he will not 
be answerable merely because some other doctor 
might possibly have shown greater skill and 
knowledge. 

In other words, a medical practitioner is not expected 
to show the highest possible skill, but he must have 
that amount of skill which should be possessed by 
a practitioner in his position. Accordingly. the 
degree of skill expected from a specialist will not 
be required from a country practitioner remote 
from teaching centres. 


How to Meet Such Allegations. 


\ medical practitioner who is so unfortunate as 
to have his professional work called in question should 
make no reply to the allegation until he has been 
properly advised; it is impossible to emphasise too 
strongly the great protection which a practitioner 
derives in all such cases from membership of an 
experienced defence organisation. Too often when 
such cases come under notice, it is found that the 
position has been gravely prejudiced by injudicious 
letters which the practitioner has written without 





recognising their possible effect, and in too many, 
instances without even keeping a copy. Errors in 
diagnosis are not necessarily due to negligence, and nv 
guarantee is given or implied that a medical practi 
tioner will diagnose correctly the ailment from whic}, 
his patient is suffering. Questions of this kind fre 
quently arise in connexion with the notification o} 
infectious diseases, and it is seldom that an advers: 
verdict has been given. 

Special care is necessary in dealing with cases oj 
criminal wounding, as, if the patient should die, the 
person who caused the wounding may be charged with 
murder, and may set up the defence that but fo: 
negligence and unskilful treatment the original wound 
would not have been fatal. In all such cases the 
medical practitioner should be prepared to justify 
every step which he takes, and in grave cases should 
consult whenever possible with an _ experienced 
colleague. The most careful notes should be made in 
writing of the patient’s condition when first seen, and 
his progress from day to day, with full particulars of 
all treatment afforded. 

The introduction of X rays as an aid to diagnosis, 
and as a method of treatment, has given rise to many 
claims in respect of injuries received as a result of 
their use. Negligence may be alleged either with 
regard to the application of X rays, or even in not 
resorting to them. The desirability of requiring a 
patient to sign some form of acknowledgment of 
the risks attaching to the use of X rays, and his 
willingness to take such risks, has been frequently 
discussed, but no such acknowledgment would 
protect a practitioner from an action being brought 
against him for alleged negligence, and it might 
even be argued that its possession might have 
made him less careful than he otherwise would 
have been. 

It must be remembered that a 
responsible for negligence on the part of those 
helping him at an operation. At such a time the 
surgeon is supreme, and assistants and nurses, although 
employed by a hospital at which the operation is 
being performed, cease for the time being to bs 
servants of the hospital, and take their orders from 
the operating surgeon alone. The hospital does 
not as a rule incur responsibility, provided it 
has exercised due care in the selection of it- 
medical and nursing staffs. 


A Word about Gifts. 

Owing to the peculiarly intimate relation of a 
medical practitioner to his patient, any business 
transaction between them must be fair and above- 
board, and it is essential that the patient be fully 
aware of what he is doing. There must be no possi- 
bility of a suspicion of undue influence on the part 
of the medical practitioner for his own benefit. This 
necessarily applies to any gifts from a patient to bis 
doctor, and even to wills, whereby the medical 
attendant will benefit, except that in the latter case 
undue influence cannot be presumed, but must be 
proved, in order to invalidate the will. The influenc« 
which a medical practitioner necessarily and naturally 
possesses over his patient would not of itself be a 
ground for setting a will aside, unless it could b« 
shown that the testator was coerced into doing what 
he did not really desire to do. 


surgeon is held 








PRESENTATIONS TO MeEpicaL Men.—The retiral 
from practice of Dr. James Duffus, of Auchenblae, Kincardine- 
shire, is fittingly commemorated in a public testimonial, 
subscribed by his many friends in the district which he 
served for 40 years. In addition to his professional duties, 
which won for him the highest esteem, Dr. Duffus has 
always taken an active part in the public, social, and 
recreative life of Kincardineshire.—A public presentation 
was made recently to Dr. W. C. Rigby of Adlington, Chorley, 
Lancs, from members of the local branch of the St. John 
Ambulance Brigade and other residents in recognition of 
his public services in Adlington and district. For some 
28 years Dr. Rigby has been an enthusiastic supporter of the 
Ambulance Association, to which he devoted much of his 
leisure as instructor and examiner. 
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W. H. BAILEY & SON 


NEW Telephone No.: GERRARD 3185. Telegrams: ‘“‘ BAYLEAF, LONDON.” 


MANUFACTURERS OF ALL KINDS OF 


TRUSSES, 


and 


ELASTIC STOCKINGS @ 


f@- ==IMPORTANT NOTICE. 


Messrs. W. H. BAILEY &SON F Meg 
are prepared to send (imme- fh 
diately on receipt of letter or 
telegram) thoroughly com- 

tent Assistants, Male or 
emale, to attend 
atients at their 
omes and to take 
> Doctor's instruc- 
‘ . They person- 
ally superintend the 
making and fitting 
of the Appliance 
throughout, thus 
ensuring the best 

possible results. 


Lift to Private Fitting Rooms on the Premises. Catalogues post free. 


New Address: 45, OXFORD STREET, and 2, Rathbone Place, W.1. 
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DIMOL PREPARATIONS. 


The great success which has 
attended the introduction of 
Dimol, as an intestinal bac- 
tericide, has led to the 
manufacture of the follow- 
ing preparations, suggested 
from time to time by medi- 
cal men. The bactericidal 
action of these preparations 
is in each case determined by 
the Rideal-Walker method, 
and is controlled by one 
of the authors of the test. 


Pulverettes 
Pastilles 


Syrup 

Lavage Powder 
Ointment 
Dentifrice 

Dusting Powder 
Insufflation Powder 








Disinfection 
of the Nares 
and Naso- pharynx 


“The latest addition to the Dimol prepara- 
tions takes the form of an insufflation powder 
for use with a specially designed insufflator. 
On compressing the rubber bulb of this new 
appliance, the powder is given off in the 
form of a delicate cloud through a fine-gauge 
wire gauze cap, which is made to screw on 
and off; covering this cap is a detachable 
rubber shield, perforated at the apex, to 
protect the fine gauze from nasal secretions. 
This appliance is well designed and can be 
used with the greatest ease. 


** The bactericidal strength of Dimol Insuffla- 
tion Powder is guaranteed by the manufac- 
turers to be equal to 20 per cent. pure phenol 
and to be free from any deleterious action on 
the mucosa. To judge from the trials we 
have made, it should prove invaluable in the 
treatment of catarrhal conditions of the nares 
and naso-pharynx. Before use, we suggest 
that the nasal cavities should be freely cleared 
of mucus.” 


—Medical Press, Feb. 6th, 1924. 


Literature and Samples may be obtained from 
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HARNETT v. BOND AND ADAM. 
A SUMMARY is published in another column of the 
case in which Mr. W. 8. HARNETT obtained heavy 
damages for detention as a lunatic while he was sane 


against Dr. C. H. Bonp, Commissioner of the Board of 


Control, and Dr. G. H, ADAM, proprietor of the 
West Malling Private Mental Hospital. There is no 
doubt of the importance both to the public and the 
medical profession of the questions exposed in this 
case, and those who agree and those who disagree 
with the verdict alike will feel the need for new legis- 
lation which has long been overdue and which has 
been made the subject of definite ministerial promises. 
As we are informed that there will be an appeal from 
the verdict, and also that further legal action may be 
taken by the plaintiff, most of the particular aspects 
of the case cannot now be reviewed ; but the evidence 
revealed in an unmistakable manner how serious is 
the responsibility which is laid upon our profession in 
regard to the certification of lunatics In a case where 
a jury has found that a terrible wrong has been suffered 
and that proportionate penalties (if possible) should 
he inflicted, it is right to express a double sympathy ; 
and this can be done without prejudice to any subse- 
quent proceedings. The paradoxical sentiment is 
the result of paradoxical law, which imposes upon 
medical men the duty of saying yes or no to questions 
that, in the present state of our knowledge, cannot 
always be met with such definite replies. 

The verdict would clearly be wrong if convincing 
evidence had been forthcoming that the plaintiff was 
insane throughout his period of detention, but the jury 
came to acontrary decision with no difficulty whatever, 
heing satisfied that many of the alleged symptoms of 
lunacy were capable of other interpretation, presumably 
whether considered separately or en masse; and 
therefore a large pecuniary compensation became 
immediately logical. In fact, no money compensation 
could meet the case. Accepting the definite finding of 
the jury that the plaintiff was not of unsound mind on 
the day when he was sent back into detention, and 
further. that he was not dangerous to himself or others 
but was fit to be at large, the question of whether 
those responsible for his detention believed that he 
was insane, and took all the necessary steps to ascertain 
that this belief was duly founded, presents to us two 
difficulties. The first is how the defendants, specialists 
though they might be, were to arrive at a definite 
decision of what makes a man a Iunatic—that is a 
more definite decision than their judgment dictated ; 
and the second is what procedure should they have 
adopted, other than that which they did as a matter 
of fact adopt, in answer to their convictions. In 
the evidence for the plaintiff an acknowledged 
authority was quoted as stating that there was no 
one who is absolutely sane, it being all a matter of 
degree. This is the position which influenced the actions 
of the defendants, and which makes it amazing 
and horrifying to medical men that the jury should 
have found that Dr. BoND was aware of the plaintiff's 
sanity at the time when he was taking measures to 


return him to confinement. We cannot follow 








this { 


decision while it is widely admitted that there is 
no definite criterion of insanity. We have been unable 
to ascertain what steps can be taken legally to revoke 
a leave of absence granted to a certified man. This 
confession of ignorance of the law need not be con- 
cealed, when the learned judge has himself expressed 
surprise on learning that the certified lunatic is 
not personally made aware of the grounds of his 
detention. As this point has been made the subject 
of considerable comment, it ought to be quite clear 
that the information would not be withbeld from 
the legal representative of the alleged lunatic, while 
the reticence as far as the certified person is concerned 
has its foundation in the hope that recovery may 
ensue. In such a happy event it might reintroduce 
into family life exactly the trouble which had been 
surmounted, if the person restored to his relatives 
should ascertain through whose instrumentality 
and on what grounds his segregation had been held 
medically necessary. A patient’s continued detention 
rests not on the certificate, but on his mental state 
at a particular time, 

Whether the judgment on appeal holds good or not, 
makes no difference to the fact that the lunacy laws 
must be amended. Medical men cannot face the risk 
under which, it seems, they lie at present, and for their 
protection, as well as for that of the public, the sooner 
these reforms are instituted the better. And within 
the medical profession the need for schools of 
psychiatry will now be recognised more fully. Three 
years ago, at an important meeting of the Medico- 
Psychological Association, Dr. Bonp outlined the 
necessity that clinies should be held in mental 
affiliation with general hospitals. He 
pointed out the relation which such elinies would 
occupy with regard to other elinical units, and laid 
stress upon the advantages to the medical profession 
of acquiring greater skill in the differential diagnosis 
of mental disorder. This reform, which has been 
advocated steadily in these columns, would obviate 
many of the difficulties with which lunacy certification 
is surrounded. But far more is required; and we 
welcome the decision of the Prime Minister that, 
prima facie, there is a case for full inquiry. This 
inquiry will probably follow immediately upon the 
result of any appeal, and, we imagine, will lead 
to vital alterations in the law. 


disease in 


o—— 


ON WASHING AND ASEPSIS. 


It is one of the earliest recollections of our boy hood 
that we regarded washing as an effeminate super- 
stition, and now, after many years, we find our 
instincts vindicated and our views upheld by no less 
a person than the Assistant Master of the Rotunda. 
In the important and suggestive article on surgical 
asepsis which we print on another page Dr. G. W. 
THeoBaLp and Dr. J. W. BIGGER produce strong 
evidence that prolonged washing, far from sterilising 
the hands, serves only to -bring up more bacteria 
to the surface, and if, as is usually the case, the hands 
be then inserted into wet gloves, an emulsion is 
formed, swarming with organisms ready to escape 
at the smallest puncture. They would insert 
‘socially > clean hands into dry unsterilised gloves, 
which they wash and immerse in an antiseptic 
solution, and they hold that the result is entirely 
satisfactory. Now, there can be no doubt of the folly 
of imagining that the hands can sterilised by 
washing, however prolonged, and indeed, unless 
elaborate precautions are taken the practice may be 
absolutely dangerous. We have known of more than 
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one case where a severe dermatitis was produced by 
serubbing the hands with an infected nailbrush. 
The smooth surface of a rubber glove lends itself 
much more readily to mechanical cleansing, whilst 
it is not injured by the action of antiseptics which 
would ruin the skin. For the performance of dressings, 
or minor surgical procedures, and of those complicated 
obstetric manceuvres where perfect asepsis is a practical 
impossibility, there can be no doubt that the method 
suggested is admirable and far superior in actual 
results to the more complex methods in general use. 
Moreover, it is so simple that it can be carried out by 
individuals and under circumstances where the 
ordinary routine would certainly fail. 

There are, however, certain criticisms which we 
feel bound to offer to the method proposed, since they 
seriously affect its value for the work of the general 
surgeon. It is an essential part of the method that 
some reliance is placed on antiseptices, and in particular 
on 1/1000 biniodide of mercury. Now, recent work 
has shown that, in general, mercurial solutions merely 
prevent growth and do not destroy bacteria. If the 
mercury is precipitated by means of hyposulphite of 
soda the organisms will in many cases be found to 
grow with undiminished vigour. Observers have seen 
thin fragments of infected tissue incubated in 1/500 
biniodide for three months, and at the end of that period 
a few grains of hypo produced a rejuvenescence as 
startling as that attributed to salt taken in the 
morning tea. But no such precaution appears to 
have been taken in the tests described, and we must 
for the present feel a certain hesitation in accepting, 
sine grano salis, the statement made that gloves 
infected with virulent pus can be sterilised by 


mechanical washing and the use of dilute antisepties. 
In the doctrine of abstention our authors are on much 
safer ground, and we should have liked to see them 


carry it somewhat further. The most perfect practi- 
tioner of the art we have ever heard of refused to 
shake hands except in gloves, or to button his own 
boots, and he never touched coins with bare hands. 
Needless to say, he had no sense of humour, but his 
surgical asepsis was perfect. Without going quite so 
far it would be well that every student should be 
taught how much easier it is to avoid infection than to 
remove it. In the ideal clinic no piece of dressing, clean 
or infected, should ever be touched by the hands, 
gloved or ungloved, but only by forceps which have 
just been boiled. Were such a regime rigidly enforced 
the transference of organisms from one patient to 
another would become virtually impossible, and this 
after all is the practical meaning of surgical asepsis. 

It is the prevention of transference, with its 
inevitable corollary of the development of bacteria 
of exalted virulence, that is the foundation of modern 
surgery and obstetrics. In the old days surgeons were 
not even “socially ’ clean, and wore, we are told, frock 
coats stiff with the blood of years of practice. We have 
long got rid of such gross and open sepsis, but it still 
behoves us to be on our guard. It would be well if 
surgeons, dressers, and nurses would bind themselves, 
under a solemn vow, never to touch a dressing with 
aught but forceps, never to touch infection with a 
hand ungloved, and never to put a hand where an 
instrument would do as well. In many a ward 
asepsis would be enormously improved if washing 
between dressings were strictly forbidden. Yet there 
is moderation in all things, and perhaps the dangers 
even of washing can be exaggerated. It is only over 
the doors of the laboratories of a certain branch 
of science that its more advanced votaries have 
inscribed the motto, “All soap abandon ye who 
enter here.”’ 


THE INVESTIGATION INTO FOOT-AND- 
MOUTH DISEASE. 


THE loss to the agricultural interests of this country 
caused by the epizodtic of foot-and-mouth disease, now 
fortunately abating, may be partly realised from the 
statement that the estimated gross sum involved in 
compensation amounts already to over £2,900,000. 
This, moreover, is no true measure of the disaste: 
from the point of view of the farmer deprived of 
valuable pedigree or dairy stock, and suffering from 
interrupted farm and dairy business; nor does it 
take account of the injury to farm hands who hay 
lost employment or of the inconvenience to the genera! 
public. The enormous importance to the country o! 
acquiring control of this disease, and the devastating 
effect of want of knowledge concerning some of it- 
essential features, have now been widely realised by 
all classes of the community. The actual presenc: 
of the scourge has forced all concerned to recognis: 
the need for a thorough inquiry ; while at the sam: 
time it has counteracted the timidity which shrank 
from facing the really small but often greatly 
exaggerated risks involved in conducting experiment. 
with the virus. The personnel of the committe: 
appointed to conduct an inquiry and to initiate and 
direct research has been announced (see p. 521), and it 
is to be hoped that before the country has thoroughly 
recovered from the epidemic the institution of well 
planned research will have been faced and accepted 
and its safety recognised. We sincerely trust that 
this time vows uttered in distress will not be put 
aside when the period of immediate danger i+ 
over. It is indeed remarkable that with so serious 
a calamity as an extensive epizodtic of foot-and 
mouth disease hanging continually over the country 
so little demand for persistent research should hav: 
been made. 

There is still great uncertainty about many of th: 
important factors producing both initial outbreaks 
and subsequent extensions of foot-and-mouth disease. 
The highest authorities express divergent views on 
such fundamental matters as the possibility that 
fodder or litter from abroad, even from South America, 
could carry the infection to this country. Again. 
in spite of diligent inquiries and a great desire to learn 
the truth, we are almost entirely ignorant as to 
how it happens that outbreaks occur in unexpected 
places, sometimes 50 or 100 miles from the nearest 
antecedent infected area. An instance is the recent 
outbreak in Scotland which, according to Sir STEWART? 
STOCKMAN, is only the second such occurrence north 
of the Border in the last 22 years. No better explana- 
tion is forthcoming than the possible transmission by 
an untraced human being, by birds, or by vegetables 
from the continent, the source of infection in any 
case being purely suppositional. It is not so much 
the unexpected appearance of cases of disease which 
causes surprise as the absence of definite knowledge 
whether it is even possible for any of the suggested 
means of transference to be effective. One reason for 
our ignorance as to the means of transmission may 
be the uncertain infectivity of material from diseased 
animals. Saliva and the contents of vesicles some- 
times contain extremely concentrated virus ; in other 
cases these materials appear to be inert. This varia- 
tion may be strictly dependent on the stage of the 
disease, as Vallée has suggested, but in any case no 
‘virus”’ from affected animals, however probable 
its activity may appear, can be assumed to be virulent 
without being tested. 

Whilst much of the evidence adduced is necessarily 
inconclusive and circumstantial, the accounts by 
veterinarians of epizodtics of foot-and-mouth disease, 
and the means taken to combat them in different 
countries, contribute suggestive data for further 
scientific inquiry. In the current number of the 
Veterinary Journal much information of this kind 
has been collected, together with a brief survey of 
the present epizoétic. The method of dealing with 
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Prof. M. L. PANISSET, are of special interest on account 
of the thoroughness of the regulations and the care 
with which they appear to have been carried out. 
\ stricken farm was surrounded with barbed wire, 
all ingress or egress of man or animals was forbidden, 
and small animals such as fowls, cats, and rabbits were 
destroyed. Nevertheless, though these efforts had 
a certain effect early in the epizodtic, we are told 
the spread of disease was not prevented. If, as the 
small amount of published experimental work suggests, 
inanimate objects can only retain the virus in an active 
state for a very short time, then the possible trans- 
mission by actually infected birds, rats, mice, rabbits, 
cats, and the like, becomes a more important subject for 
inquiry. Some most interesting experiments bearing 
on this question were published by Prof. J. M. BEATTIE 
and Mr. D. PEDEN in THE LANCET of Feb. 2nd. 
These writers are inclined to believe that they infected 
rats with foot-and-mouth disease by feeding them 
on the lymphatic glands of diseased cattle. The rats 
showed vesicles on the tongue and feet, and other 
rats were infected from them. The disease produced 
had a striking resemblance to experimental foot-and- 
mouth disease in the guinea-pig. Unfortunately they 
were hampered by want of a further supply of 
virus, and by lack of opportunity to determine by 
experiments on cattle or sheep whether the 
infected rats really suffered from foot-and-mouth 
disease or not. 

No statement has yet been published as to the 
conditions under which research will be conducted 
through the newly-appointed committee. On those 
dealing with so complex a task no unnecessary 
restriction should be imposed. Fortunately it is 
possible to infect guinea-pigs and to carry on the 
disease by passage in these animals alone, but it is 
necessary at times to confirm the diagnosis of the 
disease in rodents by testing the virus on susceptible 
ungulates, and space will be needed for keeping and 
isolating a number of large animals of the kinds most 
susceptible to the disease. Researches on birds and 
small mammals can, no doubt, be carried out without 
risk in properly equipped laboratories, and it is 
hoped facilities for obtaining virus for this purpose 
will be given to responsible pathologists who are well 
qualified and well situated for the conduct of such 
intricate work. If an experimental farm were 
established, virus could be given to recognised 
pathologists, and material of real importance could 
be tested on large animals ; then work similar to that 
of BEATTIE and PEDEN would be encouraged and 
brought to fruition. The accommodation necessary 
for large farm animals would be considerable, and it 
would be important to avoid clogging the wheels of 
research by making demands for unnecessary tests. 
For the purpose of coérdinating the associated 
activities of pathologists in different places the com- 
mittee will, no doubt, prove efficient. One of the 
most important and by no means easy duties of an 
experimental station is the maintenance of a supply 
of virus. This must be provided for by passage in 
animals, and also by preservation of a stock of 
virus in cold storage. The question of * carriers ’ 
amongst. recovered animals which harbour and 
distribute the virus, especially in connexion with 
deep infections of the hoof, is another point to be 
investigated. 

While the natural means of transmission and the 
measures available to frustrate them are of great 
importance, especially in this country, the intimate 
nature of the virus and its possible cultivation in 
artificial media must not be neglected. The hope 
implied in this latter inquiry is that means of produc- 
ing a more certain and lasting immunity than can be 
obtained by any known method may be discovered. 
The whole question of immunisation by serum or 
blood, and the questions of vaccine and serum therapy, 
are still far from being satisfactorily settled, and it is 
possible that the efforts of a committee appointed 
to investigate this one affliction may result in 
clearing up fundamental points common to many 
diseases. 





Annotations. 


**Ne quid nimis,”’ 


THE DANGER OF FROZEN SCHICK 


WE have received through the Registrar of the 
General Medical Council a copy of the following 
despatch from H.M. Consul-General at Boston, 
U.S.A. : 


Sir,—I am not aware whether the discovery, announced 
in to-day’s local Boston press, that Schick serum becomes 
poisonous when frozen, is generally known in medical circles 
at home, or how far the use of this serum for inoculation 
against certain diseases is practised in the United Kingdom. 
It therefore appears advisable to report the alleged discovery 
which is stated to have arisen from the poisoning of 19 
students at Concord Academy. Freezing, it is stated, destroys 
the antitoxin in the serum, and leaves nothing but the 
poison to be administered. It is expected that the effects 
of the poisoning will only last about two weeks, the patients 
being kept in darkened rooms for three weeks as a precaution. 
It is announced that the entire shipment of the serum used 
is to be destroyed. 

British Consulate General, Boston, Feb. 7th, 1924. 


SERUM. 


This occurrence received notice in the Journal of the 
American Medical Association for Feb. 16th, when the 
number of affected institutions was given as two and 
the number of students affected as 44. At the request 
of the Massachusetts State Commissioner an investiga- 
tion was made into the circumstances by Dr. W. T. 
Harrison, of the U.S. Public Health Service, with the 
help of Dr. Bela Schick, Dr. W. H. Park, Prof. M. J. 
Rosenau, Dr. Hans Zinsser, and Dr. E. H. Place. It 
appeared that certain phials of two lots of diphtheria 
toxin-antitoxin mixture which had passed all the 
usual tests were exposed after distribution during 
the recent extremely cold weather to temperatures of 
0° F. or lower. Hundreds of other phials of the same 
lot numbers, not exposed to low temperatures, 
were used in other cases and produced no unusual 
reaction. Laboratory experiment showed that while a 
short period of freezing did not materially affect the 
toxin-antitoxin mixture, severe freezing for 18 hours 
apparently caused the antitoxin to dissociate from its 
combination with the toxin and to assume a changed 
physical state. The experts consulted viewed the 
occurrence in the light of a discovery of which note 
should be taken, but which should in no wise discourage 
the use of toxin-antitoxin mixtures for protection 
against diphtheria. The results of the injection of 
serum which had been frozen could not have 
foreseen and no blame was attached to anyone in 
connexion therewith. The Massachusetts Commis- 
sioner added that his confidence in the value of the 
serum was in no way altered and that experiences such 
as this, distressing as they must be, should not cause 
health officers to abandon the use of a valuable pre- 
ventive measure. At the time of the report all the 
patients were recovering. 


been 


RADIOTHERAPY FOR SARCOMA. 


THE Radium Institute in Paris has issued in Paris 


Médical for Feb. 2nd a report, signed by MM. C. 
Regaud, J. Roux-Berger, J. Jolly, A. Lacassagne, H. 
Coutard, O. Monod, and G. Richard, onthe treatment 
of sarcoma with the X rays and radium. The chief 
lesson of this paper is that the term sarcoma covers a 
very mixed collection of new growths, whose origin, 
structure, degree of malignancy, clinical evolution, 
and response to radiotherapy vary so greatly that the 
first need is for a more accurate classification of 
this group of growths. But of its malignancy and 
refractoriness to treatment in most cases there can be 
no doubt. Of the 62 patients treated at the Radium 
Institute in the years 1919, 1920, 1921, only 16 were 
still alive at the beginning of 1923, and the permanency 
of the recovery in these 16 cases could certainly not 
be guaranteed. Of the 25 patients suffering from 
lymphoid sarcoma, eight were treated with the X rays 
alone, five with radium alone, and ten with the two 
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methods combined. There were also two patients 
who were given combined radiotherapy supplemented 
by operative interference. Early in 1923 six of the 
patients in this group were still alive, and of the 19 
patients who had died, nine had been rid of their 
primary lesions, and several had for more than a year 
enjoyed apparent recovery. Of the remaining ten 
patients none had achieved local recovery, although 
some diminution of the primary growth had taken 
place, and in almost every case there had been appreci- 
able amelioration. It would seem that radium is to 
be preferred to X ray treatment only in exceptional 
cases, and that X ray treatment is capable of achieving 
local recovery in most cases of lymphoma and mye- 
loma. The metastases, which are so very common, 
presumably start before the successful treatment of 
the primary lesion is instituted, and this fact is the 
chief stumbling-block to both radiotherapy and 
operative treatment. There is another difficulty 
connected with radiotherapy in sarcoma. Some 
sarcomas are much more radio-sensitive than others, 
and were it possible without injury to the patient to 
make an exploratory excision and identify the 
histological characteristics of the new growth, 
radiotherapy could be reserved exclusively for cases 
which were radio-sensitive. In the absence of a 
preliminary microscopic examination, radiotherapy 
is rather empirical, and an exact opinion on the nature 
of the growth cannot well be formed till its reaction 
to this treatment is observed. While operative 
treatment is usually ineffective and often disastrous 
in cases of lymphoma and myeloma (unless a myeloma 
of a limb can be removed by amputation) X ray 
treatment is justifiable in such cases. But operative 
treatment is to be preferred in cases of fibroplastic 
sarcoma, because this is usually very radio-resistant. 


THE PHYSICIANS’ LIBRARY OF PHILADELPHIA, 
THE Library of the College of Physicians of 


adelphia enjoys an endowment consisting of some 


28 separate ** funds ”’ 
especial interest, and the Fund for Rare and Valuable 
Books has enabled it during 1923 to add to an already 
incomparable collection of incunabula. * These 
fifteenth century books,’’ says the learned librarian, 
Mr. Charles Perry Fisher, ‘* have been acquired for the 
library without in any way interfering with the purchase 
of current medical publications.”” The Philadelphia 
librarian and his committee have thrown their net 
widely, and have now included in their list a number 
of works not strictly medical, such as those of 
Boethius, the Epigrams of Ansonius, the ** Noctes 
Atticae ’’ of Aulus Gellius, the works of the Christian 
Father Lactantius, and of others, who were rather 
doctors of theology than of medicine. We note the 
very rare first edition, printed in Paris in 1517, of the 
“ Tractatus insignis et exquisitissimus de super- 
stitionibus contra maleficia seu sortilegia que hodie 
vigent in orbe terrarum,”” by Martinus de Arles y 
Andosilla. Two old French works on the care of the 
teeth and on the medical education of children are of 
interest considering that they were published at a time 
when these subjects—by us considered so recent 

attracted no particular attention. These are Bourdet’s 
‘** Soins faciles pour la properté de la bouche, et pour 
la conservation des dents,’’ published by Mourer at 
Lausanne in 1782, and Brouzet’s ** Essai sur l'éducation 
médicinale des enfans,’’ two volumes, published by 
Cavelier in Paris as early as 1754. A very interesting 
English work—considering its early ante-Harveian 
date—is Walter Charleton’s ‘* Three anatomic lec- 


tures ; concerning the motion of the blood through the | 


veins and arteries ; the organic structure of the heart ; 
the efficient causes of the heart pulsation.’’ This was 
published in London by Kettilby in 1583, when William 
Harvey was five years old. Non-malignant tumours 
were in the past constantly mistaken for true cancer, 
whence such a work as Edward Guy’s “ Practical 
Observations on Cancers and Disorders of the Breast, 
explaining their different appearances and events. 
To which are added one hundred cases, successfully 
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treated without cutting,’’ London, 1762. The plagu: 
was long believed to be contagious ; hence Sir Arthu: 
Brooke Faulkner’s ** Treatise on the Plague, designe: 
to prove it contagious, from facts, collected during 
the author’s residence in Malta... in 1813." On. 
work on “ anthropology ’’ figures in this fascinating 
library report. The term was anciently used to mean ; 
description of a man, rather than of man at large, but 
even so we question whether we can rank under thi 
heading the ** Anthropologia ’’ of Magirus (publishe: 
at Frankfort, 1603), *‘ hoe est, Commentarius ; 
Philipp. Melancthonis libellum de Anima.’’ We tak: 
it that the book is not a commentary by Magirus ©) 
Melancthon’s work, but that both rank as anthropolog 
in the ancient sense. ** Anima ’”’ as used by Melanctho, 
is a theological term, and does not refer to physics 
breath. All in all, this great medical library nov 
contains over 140,000 volumes and represents worthily 
a great tradition. 


A NEW METHOD OF RATIONING ARTIFICIALLY. 
FED INFANTS. 


ARTIFICIAL feeding for infants is rapidly becoming 
an exact science, and the margin of error due to thy 
personal equation is yearly being reduced. The latest 
advance in this direction has been made by a Danis! 
physician, Dr. H. Trepka Bloch, who has recentls 
published ? an account of a new method of rationing 
artificial meals for infants. The method, which i- 
ingenious and carefully thought out, is particularly 
well adapted for the use of unskilled persons 
indeed, it might almost be described as fool-proot 
Briefly, it consists in the use of a gauge-glass, 8 inches 
high (here shown rather less than half-scale *), shaped 
an ordinary urinometer, on 
which are engraved two scales, one 
milk and the other for water. 
The divisions on the scales indicate 
the quantities required for each feed 
in the 24 hours by a baby of average 
weight for every week of its age, up 
to six months in the case of milk and 
five months in the case of water. The 
milk is poured into the gauge-glass 
up to the line on the milk scale which 
indicates the age of the infant. Water 
is then poured into the milk up to the 
line on the water scale on which the 
same age is indicated. The infant is 
thus at any given time receiving the 
exact dilution appropriate to its age, 
until it is six months old, when it 
should be taking undiluted milk. 

The graduations of the gauge-glass 
have been calculated on the basis of 
the curve of weight of artificially 
reared infants published by Camerer, 
and are such as to secure that an 
infant of average weight for its age 
receives in the 24 hours 100 calories 
per kilo. of body-weight—tthis number 
representing what the consensus of 
expert opinion has laid down as 
the optimum requirement of an infant. 
While the scale is arranged for infants of averag: 
weight—that is, for babies weighing between 3 and 
34 kilos. (between 64 and 7} Ib.) at birth, infants of 
more than average weight may be given the large 
quantities and stronger dilutions calculated for halt 
or one month ahead of their age; and, conversely, 
a small or marasmic baby may with equal facility b: 
given correspondingly reduced mixtures. Indeed. 
in many cases the age need not be taken into account 
at all, since Dr. Bloch has supplied a table showing 
the calorie value, with a given number of meals, 
of the 24 hours’ ration, with each graduation of th: 
gauge-glass, and all that will be necessary will be to 














’ Seertryk af Ugeskrift for Leger, 1923, Side 124. 
The gauge-glass is manufactured by Messrs. TI. J. Elliott 
20, Cross-street, Hatton-garden, from whom particulars may tx 
obtained. 
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Table of Milk Mixtures Determined by the Gauge-Glass. 


tatio of milk 
to water. 


Each feed : 
milk water, 


Number 
of meals. 
1-2 
2-3 
3-4 
¥s 1-1 
mouth about 
; a 1 
week Jf 
month) 
7 week | 
5 month } 7-1 
22 week f ’ 
i; month) 
Ziveek f 


3-2 
2-1 
3-1 


Undiluted milk. 


weigh the infant and to begin the feeding at the line 
m the gauge-glass corresponding to the number of 
alories needed for that particular weight. 

In the following table 100 g. of milk are assumed to 
yield 65 calories, corresponding to 3-7 per cent. of fat. 
Even where the percentage of fat is increased or 
reduced by 0-5 per cent., the difference will only 
amount to six or seven calories per kilo.—an error 
which may quite well be regarded as negligible. The 
quantity of sugar to be added to the feeds is given 
is 2 per cent. (two level teaspoonfuls) for each half- 
litre of milk and barley-water—a proportion used in 
Denmark for many years—which will approximate 
to the 7 per cent. of sugar in human milk. 100 g. of 
sugar are assumed to yield 410 calories, 2 per cent. of 
sugar giving about 80 calories per litre. 

It will of course be self-evident that the quantity 
given at each feeding will depend upon the number of 
feeds given in the 24 hours, and that if six to five meals 
at three- to four-hourly intervals be given, as is usual 
in this country, each individual feed will have to be 
considerably in excess of the quantities allowed if the 
same degree of dilution be maintained. It is here that 
the only practical difficulty in the application of 
Dr. Bloch’s method, at least by unskilled persons, is 
likely to be met with. In all other respects the scheme 
appears to have been devised upon thoroughly 
scientific lines, the aim having been throughout to 
systematise the artificial feeding of infants in such a 
way as to eliminate some of the grosser elements of 
danger, such as those connected with over-feeding and 
with a sudden transition to stronger dilutions. 


THE TUBERCULOSIS NURSE. 


THE lot of the tuberculosis or sanatorium nurse has 
hitherto been hard, and it is to be hoped that the 
steps recently taken by the Society of Superintendents 
of Tuberculosis Institutions will secure her better 
conditions. At present she has, as a sanatorium 
nurse, no official status; she may have worked for 
years in a sanatorium under a fully-trained sister. 
but if the nurse wishes to take up work in a general 
hospital she must start from the bottom rung, going 
again through that disciplinary moulding which, 
however salutary, is not a process the average woman 
would care to repeat. This is one reason why it is 
difficult to obtain a good class of probationer in 
sanatoriums. Another reason is the comparative 
monotony of sanatorium work. It would be easier 
to endure if there were a prospect of some official 
recognition which would give the experienced sana- 
torium nurse a generally accepted status. Without 
such official recognition things are bound to go from 
bad to worse, only ex-patients or women not acceptable 
to the general hospitals undertaking the nursing in 
sanatoriums. Matters could hardly be otherwise ; 
sanatorium routine is dull, lacking the vestments, 
ritual, and aromas which make a sensuous appeal in 
the operating theatre as elsewhere. The atmosphere 
of the sanatorium, barren in more than the physical 
sense, may fail to keep alive interest in its work. 
These are some of the considerations which have led 
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the Society of Superintendents of Tuberculosis 
Institutions to formulate a scheme for the training, 
examining, and certificating of tuberculosis nurses 
who fulfil certain requirements. Before a certificate 
is granted, the nurse must have undergone a period 
of training for two years, or, if she is on the general 
register of the General Nursing Council, for one year. 
She must give evidence of special knowledge of 
tuberculosis as well as general knowledge of nursing, 
and she must have mastered the elements of anatomy, 
physiology, and hygiene according to the syllabus of 
the General Nursing Council. The examination for 
the Society’s certificate will be held in May and 
November of each year under conditions calculated to 
make the test severe and the passing of it a guarante: 
of efficiency. Undoubtedly, every effort will be mad 
by the Society of Superintendents to keep at a high 
level the standard of their proposed examination, 
particulars of which will be found in the February 
number of Tubercle. But the fate and value of the 
proposed certificate will to a certain extent depend on 
the attitude adopted towards it by influential bodies 
in the nursing world, and it is to be hoped that. 
unless they can produce a better scheme, they will 
help forward a movement intended for the benefit ot 
a hitherto neglected branch of nursing. 


THE RESISTANCE OF 

REPORTS have come home from 
to time suggesting that insulin its properties 
when it is kept in a hot climate. This matter formed 
the subject of a joint letter from two British firms 
of manufacturing chemists (THe LANcET, Jan. 12th. 
1924). In this it was shown that insulin was 
unaltered by its exposure to the climate of India, 
and suggested that the erroneous impression was du 
to the nature of the rabbit which was used to test the 
strength of the insulin. The /ndian Medical Gazett 
for January, 1924, has just reached us, and sets out the 
evidence on which the statement was made that. the 
insulin had lost its properties. Major J. Taylor and 
Dr. A. R. J. Douglas first gave the insulin to a patient 
who had a very high blood-sugar. The dose of 
insulin varied from 10 to 25 units, and the fall in the 
blood-sugar was insignificant ; but since carbohydrate 
had been given at the same time it is not surprising 
that the blood-sugar did not fall much. As the 
experiments on man seemed unsatisfactory the insulin 
was tested out on rabbits. Although 50 units were 
given to a starved rabbit, the blood-sugar did not fall 
and the animal was quite unaffected, whereas 3 units 
will send a rabbit into convulsions in England. On 
this animal evidence it seemed certain that the insulin 
had lost its potency. But when the British Drug 
Houses tested insulin which had travelled to and from 
India it was found that even the insulin in a half- 
used bottle was still just as potent as it had been when 
it was first put up. It was therefore suggested that 
the Indian rabbit was at fault in its response to insulin 
and that the insulin was unaltered in the hot climate. 
An editorial note is added to Taylor and Douglas's 
paper, pointing out that at least 
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report had already been published in India with 
European insulin. It seems clear therefore that the 
fear that insulin may deteriorate in hot climates is 
unfounded, that the error arose partly from the fact 
that an unsuitable patient was first tested, but mainly 
because the rabbit in India behaves differently from 
the rabbitin England. Diabetics who intend travelling 
to India and other hot climates may rest assured 
that the insulin will retain its virtues. 


THE POPULATION OF SCOTLAND. 


THE former volume embodying the result of the 
thirteenth census enumeration in Scotland was 
preliminary, giving simply the population figures of 
the more important administrative divisions of the 
country. The present volume ' gives detailed informa- 
tion for these divisions respecting ages of the popula- 
tion, conjugal condition of persons aged 15 and over, 
orphanhood, birthplaces of the population, Gaelic- 
speaking population, and housing conditions. The total 
population of Scotland now approaches 5 millions ; 
its actual increase between 1911 and 1921, owing 
largely to war conditions, having been only 2-6 per cent., 
as compared with 6-5 per cent. in the previous decade. 
Another reason for the lowered rate of increase is the 
decline of the birth-rate, and this is illustrated also 
by the increasing average age of the population, which 
for both sexes was 28-0 in 1911, and had become 
29-6 years in 1921. Five full-page charts of age- 
distribution of the population in 1921 and 1911 show 
the effect of the war in diminishing the proportion of 
males aged 20-40 as compared with females and as 
compared with males at the earlier period. The 
statistics of orphanhood of all children under 15 have 
much interest in view of the likelihood of widows’ 
pensions in a not very distant future. Of the nearly 
14 million children under 15 in Scotland in 1921, 
88-8 per cent. had both parents alive, the fathers of 
7-2 per cent. were dead, and the mothers of 3-2 per cent. 
were dead, while 0-8 per cent. had both parents dead. 
The housing statistics are of great importance from a 
public health standpoint, and we must express our 
regret that the systems of tabulation of this important 
section of census results in the English and the Scottish 
reports are not completely identical, with the result 
that the path of the social inquirer desiring to make 
comparisons is rendered unnecessarily difficult. 


THE OXFORD UN'VERSITY PRESS. 

THE Directors of the Oxford University Press 
celebrated with an important luncheon party, on 
Shrove Tuesday, the removal of their London head- 
quarters to Warwick-square, where the new buildings 
will be known as Amen House, in reminder of their 
previous location at Amen Corner. The Oxford 
University Press has been in existence for some 250 
years, its first duty being to supply to the public 
bibles and prayer-books. This business was _ first 
transacted from the University, but late in the 
eighteenth century a warehouse was opened in 
Paternoster Row, and the trade was conducted from 
that centre in the City for a hundred years, at which 
period—namely, about 1870—the University Press 
began to take its place in the general publishing trade. 
At this time Dean Kitchin and Dr. Bartholomew 
Price, the Master of Pembroke College, Oxford, were 
in succession secretaries to the University Delegates, 
the authorities of the Press, and Mr. Henry Frowde 
was manager of the Bible Warehouse. Kitchin 
introduced the Clarendon Press books, edited by 
himself and famous scholars like Skeat and Aldis 
Wright, and the secular publications, which for a few 
years had been published for the University by Messrs. 
Macmillan, were now taken over under Frowde’s 
management. No one needs to be reminded of the 
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high place which the Oxford University Press wa- 
now taking in the publishing world at 
abroad, and under the direction of the present 
publisher, Mr. Humphrey Milford, these activitik 
have been extended in many directions, so that th, 
general catalogue of the Press now contains a descrip 
tion of some 10,000 books, a total which 
increased. 

At the luncheon to celebrate the opening of t} 
new buildings the Chancellor of the University o 
Oxford, Lord Curzon, presided, and was supported } 
the Archbishop of Canterbury, Lord Balfour, M, 
Asquith, the Bishop of London, the Bishop of Ripo) 
and the Vice-Chancellors of Oxford, Cambridge an 
London, while the guests numbered the heads o 
the great publishing houses and many leading person 
in the literary and scientific world. The speeches we1 
from different aspects fully informative of the grea‘ 
work which has been done by the Oxford Universit 
Press throughout its long existence. The Archbisho; 
of Canterbury pointed out that apart from mora! 
influence exercised by the wide publication of th: 
Scriptures, scholars owed a great debt to the Universit \ 
Press for the publication of works that could not 
in themselves ever be remunerative, while Mr. Asquith 
in a serious but cajoling speech, described the successful 
efforts of the Press as a development of a system ot! 
pooling, under which the publication of popula: 
classics, and even of children’s books, provided th: 
funds to defray the issue of large works with less publi: 
appeal. Lord Curzon, in replying for the Press, was 
very happy in his humorous presentation of the merit- 
of the University of Oxford over the University ot 
Cambridge, while he signalled out for particula: 
mention as the result of the work of the Oxford Pres 
the new Oxford Dictionary of the English Language. 
the new edition of Liddell and Scott’s Greek Lexicon. 
and the continuation of the Dictionary of Nationa! 
Biography. He thought that the Archbishop laid 
undue stress upon the publication of unremunerativ: 
or erudite work, and assured Mr. Asquith that th: 
Press would publish lyrics by himself, a romance: 
by the Archbishop, or a detective novel by Lord 
Balfour. He joined with the proposers of thé 
toast to which he was replying in testimony of 
the excellent printing and format of the product 
tions of the Press, and to the admirable work done by 
Mr. Humphrey Milford, the University publisher, and 
his colleagues. He concluded his speech by proposing 
the health of Lord Balfour as the ideal Chancellor of 
the ‘second ideal university,’ a challenge whicl 
Lord Balfour accepted very happily, by pointing 
out that the new edition of Liddell and Scott 
must pay its debt to such Cambridge scholars a- 
Richard Jebb, and that the issue by the Cambridg: 
University Press of famous English poets had 
provided the best material for the Oxford 
Dictionary of the English Language. 
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THE MEDICAL AND DENTAL REGISTERS. 

THe Medical and Dental Registers for 1924 reach 
us on March 4th. The number of names added to th: 
Medical Register during the year 1923 was 2482 
far the highest number on record—distributed as 
follows: England, 975; Scotland, 878: Ireland, 385 : 
Colonial, 238; and Foreign, 6. During the same 
period 105 names were restored to the Register and 
923 names removed; 648 on evidence of death. 
1 on ceasing to practise, 270 on non-response to 
inquiries, and 4 by direction of the Council. Th: 
total number of names on the Medical Register on 
Dec. 3lst, 1923, was 48,140. The additional names 
account for the increased number of pages in th: 
Register itself, the only substantial addition to th 
preface being the text of the Dentists Act of 1923. 
The Warning Notice has been shortened by omission of 
a section dealing specially with dentists, which has 
now been transferred to the Dentists Register. 
The Dentists Register contains 13,473 names, being 
711 more than last year. During 1923, 1488 names 
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were added by registration and, of these, 614 were 
registered with British qualifications, and 867 regis- 
‘ered under the Dentists Act, 1921. Colonial registra- 
tions numbered 6 and Foreign 1. During the same 
period 484 names were restored to the Register and 
i261 removed: 207 on evidence of death, 1 on 
ceasing to practise, 794 on failure to renew the annual 
certificate, 255 on non-response to inquiries, and 
i by direction of the Council. Contrary to expecta- 
tion, the total number of names on the Dentists 
Register has been far more than kept up. In response 
to a request from many quarters for a list of dentists 
practising in various localities, the Dental Board 
has in preparation a list showing under each town the 
names of the dentists practising therein. For this 
vear the list will be published separately from the 
Register at 3s. 3d., post free. Enclosed in the 
Dental Register is a pamphlet containing the names of 
dental companies—that is to say, of bodies corporate 
carrying on the business of dentistry on Jan. Ist, 1924. 
\t the same time the usual list reaches us of medical 
and dental students registered during the year 1923, 
the total number so registered being 545 medical 
and 107 dental. The figures in each case are for their 
smallness without parallel since 1888, and in the case 
of medical students without parallel at all, being less 
than a third of last vear’s entry. 


The Provisional Committee of the American 





ifospital in London is now ready to receive patients | 


it their temporary headquarters, Manor House, 


17, St. John’s Wood Park, N.W. 8, near Marlborough- ; 


road Station. The patients are limited to American 
citizens, American wives ot British subjects and their 
children. Applications for the admission of patients, 
and all communications relative to the hospital, 


should be directed to Mr. Philip Franklin, F.R.C.S.., | 


Medical Director, 27, Wimpole-street, London. W. 1. 
Telephone : Mayfair 868.) 


THE following lectures will be delivered at the 


Royal College of Physicians of London, Pall Mall | 


East, during March and April, at 5 p.m. Lt.-Col. 


llth, 13th, 18th on the Plague. The Goulstonian 


Lectures will be given by Dr. Leonard G. Parsons on | 


March 25th and 27th, and April Ist on some Wasting 
Disorders of Early Infancy, while the Clinical Features 
of Foreign Bodies in the Bronchi will be dealt with by 
Dr. Thomas McCrae in three Lumleian 


THE Dominions HospitaLiry COMMITTEE.—The 
Dominiors Hospitality Committee, announced last week 
as in process of formation, is now nearly complete. The 
urpose of the Committee is to offer welcome and to exten 
hospitality to all British medical men visiting London during 
the Empire Exhibition this year. The following have 
consented to serve on the Committee :—President: Sir 
William Hale-White (President of the Royal Society 
Medicine). Vice-President: Sir Bruce Bruce-Porter (Presi- 
lent of the Hunterian Society). Sir Humphry Rolleston 
President of the Royal College of Physicians): Mr. H. J. 
Waring (Vice-Chancellor, University of London ; 
President of the Royal College of Surgeons); Surgeon 
Vice-Admiral J. Chambers, R.N. (Medical Director-General, 





\.M.S.); Air Commodore D. E. Munro (R.A.F.); Mr. C. P. 
Childe (President of the British Medical Association); Dr. 
Herbert Spencer (President of the Medical Society of London) : 


Chirurgical Society); Dr. Dudfield (President of the 
Harveian Society): Dr. Crewdson Thomas (President of the 
Chelsea Clinical Society) ; 
Australian and New Zealand Medical Society in England) ; 
Mr. Donald Armour (Canada); Dr. H. A. Ellis (Australia) ; 
Sir John MacAlister (Secretary, Royal Society of Medicine) ; 
Sir Squire Sprigge (Editor of THE LANCET). Hon. Secre- 
taries: Mr. A. E. Mortimer Woolf (Hon. Sec., 
Society); Mr. E. T. Milligan, O.B.E. (Hon. Sec., Australian 
and New Zealand Society in England). The address of the 
hon. secretaries for all correspondence is 1, Wimpole-street, 
London, W.1. 
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Modern Cechniqne in Treatment. 


A Series of Special Articles, contributed hy 
invilation, on the Treatment of M edical 
and Surgical Conditions. 


LXI. 
THE TREATMENT OF MALARIA AS MET WITH 
IN ENGLISH PRACTICE. 

THERE are three forms of malaria, which, though 
possessing several cardinal features in common, are 
caused by three distinct parasites—the benign tertian, 
the quartan, and the subtertian (sometimes also known 
as the malignant). The clinical symptoms produced 
by these three parasites vary very considerably, 
and it may be said that, though the pathology and 
treatment of the two first-named varieties are similar, 
that of the subtertian differs very considerably. The 
clinical states produced by malaria which may be 
encountered in English practice are due either to 
benign or subtertian parasites. It is therefore impor- 
tant to realise that the term ‘‘ benign ”’ as used in this 
sense is in many ways a misnomer, for, though not 
actually dangerous to life itself, the benign parasite 
may cause considerable disability, and, owing to its 
much amenable to 
quinine therapy than is the subtertian. 


is less 
Diagnosis. 

The diagnosis of the main forms of malaria rests 

upon the detection of the parasite in the blood by 

means of the microscope. There are certain definite 


|} morphological features by which the parasites may 
| be distinguished in stained blood films, but difficulty 


Lectures on | 


of | 


j} accompanied by the usual phenomena of rigor and 


Vice- | 
| or headache. 
é | benign parasite and its liability to recrudesce at any 
Navy); Maj.-Gen. Sir William Leishman (Director-General, | 


Mr. J. Cunning (President of the | 


Hunterian | 


| present. 
}in the pernicious attacks of the subtertian infection 


} not 


| different. 


may be experienced in differentiating the youngest 
or ring forms of parasite which are found in the blood 
during the course of a febrile attack. 

There is a widespread idea which appears to rest 
upon inadequate foundations that the parasites of 
malaria appear in the blood-stream in_ sufficient 


numbers to be recognised under the microscope only 
| during the febrile paroxysms, but this is by no means 


the case. It is true that they are the more readily 


c : . , | demonstrable, but they are present also during the 
Glen Liston will deliver the Milroy Lectures on March | manne : - Se - 2 


apyrexial periods when the immature forms of the 
parasite can be found, if the films are searched 
thoroughly by a skilled microscopist. In the physical 
examination of malaria one may be guided by the 
anemia so often associated with the disease, as well 
as by the splenic enlargement, but neither of these 
(which are usually considered cardinal signs) may be 
Obvious anemia may be altogether absent 


which are so dangerous to life, nor may the spleen be 
palpable. The absence of these two signs should 
prevent one from examining the blood, which 
constitutes the only absolute guide to diagnosis. 

The symptoms of benign tertian malaria are generally 
sufficiently obvious in the acute stage; the fever it 
evokes is sudden, severe, and of short duration ; it is 
sweating, but there are other in which a 
pyrexial attack does not develop; the patient may 
then experience a transient malaise, slight shiverings. 
As a general rule, it is the latency of the 


cases 


period—it may be for four years—from the time of the 
original infection, which renders it such a particularly 


annoying and disabling disease. Months may pass 


Sir William Willcox (President of the West London Medico- | between particular attacks, but after undue exertion 


or exposure to cold the patient may be struck down 
again by fever. 

The symptoms of the subtertian infection are entirely 
As a general rule, the clinical symptoms 
are more insidious in their onset, the attack of longe1 
duration, of dramatic effect, but considerably 
more injurious to health. The clinical guises which 
subtertian malaria may assume are very numerous, 
It may produce extremely acute pernicious sym 
ptoms and death within a very few hours. Again, 
the symptoms may be mainly nervous in origin, 


less 
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eventuatingin mania, delirium, coma, and even epilepti- 
form convulsions; they may be abdominal—dysenteri- 
form or choleraic. There may be no pyrexia at all, 
the patient may complain of loss of appetite, nausea, 
and dyspepsia ; yet such an individual is liable at any 
moment to the onset of a sudden pernici us attack, 


which is now recognised as a complication of this 
form of malaria. 
from the tropics, whatever their complaint may be, 
should invariably be examined for the subtertian 
parasite, and should it be found, the case should 
be regarded in a serious aspect and the infection as 
a potential danger to life itself. 


Treatment. 


There is only one specific drug in the treatment of 
malaria, and that is quinine. 


prevent relapses in the benign tertian infections. No 
drug is absolutely specific, and any hesitation which 
may have arisen on this point has its origin in failure 
to appreciate the limitations of quinine therapy. 

As soon as a diagnosis has been arrived at, quinine 


should be given, and it must be exhibited in such a manner | 


that it can be absorbed, and, moreover, it must be con- 
tinued over a considerable period of time. Whenever 
possible quinine should be given by the mouth, and 


only in cases of persistent vomiting or in the severe | 


or pernicious forms of the disease should the drug 
be injected. 

Benign Tertian.—As soon ag the patient commences 
to perspire quinine should be given in solution in 
10 gr. doses three times a day afterfood. The sulphate 
and the hydrochloride are the two salts of quinine 
most frequently prescribed, the latter, being more 
soluble, is preferable. It may be given as follows : 

Quinine hydrochlor. gr. xX. 
Acia. hydrobrom. dil. M ii. 
Syr. aurant. : drm. i. 
Aq. chloroformi ; ate ad } 02. 


The addition of the hydrobromic acid is designed to 
assist in the solution of the quinine, and has the 
reputation of preventing the disagreeable tinnitus 
which results from the absorption of the drug. In the 
case of an adult this dosage of quinine should be 
persisted in for the next week and in all probability 
the succeeding attacks will be thereby prevented, but 
thereafter, with a view to preventing the recurrence of 
fever, the patient should persist in quinine therapy 
for some considerable time. It is usual to reduce the 
quinine to 20 gr. a day in the second week, and 
subsequently to 10 gr. a day for the next two and a 
half months; this is what is generally termed anti- 
relapse treatment. The only sound method hitherto 
devised to effect this purpose is the regular and 
constant exhibition of small doses of quinine over a 
long period. 


result. 
Quinine sulphate in pill form as a means of curing 


malaria or preventing relapses should be avoided. 
Quinine is only readily absorbed when the intestinal 


tract is ina healthy condition, therefore it is necessary | 


that the patient should take a mild saline such as 
sod. sulph. oz. i. or twice a week while 
quinine therapy. 
As adjuvant to quinine in the acute fever 

following diaphoretic mixture may be given : 

Liq. ammon. acet. 

Spir. wther. nitros. 

Aq. camph. co. 


once on 


the 
drm. ii. 


Wl xxx. 
ad } oz. 


Arsenic has the reputation of acting as an adjuvant to 
quinine, and at the same time it assists in combating 


the anemia. It is customary, therefore, to prescribe 
the following mixture to be taken in addition to the 
quinine, to be taken twice daily : 
Acid. sol. arsenic. 
Ferrous sulph. : 
Acid. hvdrochlor. dil. 
iq. ad 


M iii. 
gr. ii. 
WH iii. 


| manner. 


The blood of individuals returning | present, contains quinine bisulphate and arseniou 


Considerable doubt has | 
been cast upon this question during and since the war, | 


ainly occasioned by > fai > ¢ inine -rapv ; : 
mainly sioned by the failure of quinine therapy to | and given in small 


Should this be neglected the parasite | 
will most certainly recrudesce and numerous relapses | 


quinine, the 
euquinine and = quinin 
tannate, are tasteless, their value in th 
treatment of the disease is doubtful. Cinchon: 
febrifuge, a preparation much used in India, contain: 


There are many 


preparations of 
most insoluble, such 


as 


so 


| the additional alkaloids of cinchona bark, and is give: 
or, it may be, to the supervention of blackwater fever, | 


in the same doses as quinine and acts much in the sam, 
Esanofele, a proprietary drug much used at 


acid. To some people the bitter taste of quinine j 


| intolerable ; to such the hydrochloride may be given iy 


powder form in cachets, or the patient may be direct; 
to drink milk or chew bread immediately after th, 


| dose of quinine, both of which methods assist 
| removing the obnoxious taste. 


Salvarsan and its derivatives are considered bh 
some authorities to exert a parasiticidal effect 
malaria; it is extremely doubtful whether this is tru: 
Undoubtedly, when used in combination with quinin 
doses (0-3) g.) as intravenous 
injections once or twice a week, they exert 
distinct stimulating effect and are thereby useful! 
in the anti-relapse treatment of the benign tertia 
infection. 


Subtertian.—The treatment of cases of averay: 
severity is on the same lines as that already described 
The patients are usually men who have recently 
returned, apparently in good health, from the West 
Coast of Africa or other endemic focus of this infe: 
tion, who may give no history of fever whatsoever. 
but in whom suggestive symptoms may appear or 
arrivalin England. The subtertian parasite respond 
quickly to quinine treatment, and as a rule does not 
relapse; on the whole, therefore, the treatment 0! 
this form is much the more satisfactory. 

Should the parasites be very numerous in th 
blood-stream and the clinical symptoms of the patient 
very severe, quinine should be injected intra 
muscularly. For this purpose the bi-hydrochloride salt 
is chosen. It should be injected in solution deep int: 
the substance of the gluteus maximus in 7 to 10 
doses. As a general rule, one or two injections ar 
sufficient ; more numerous ones, or those containing 
larger doses of quinine, are much to be deprecated 
Quinine is a tissue poison and may cause extensiv: 
necrosis, and, moreover, the danger of ‘ blackwat: 
fever ’’ supervening must not be overlooked, for ther 
is a certain amount of evidence for the view that a: 
injection of quinine may precipitate a hemolys 
of the blood cells and thereby bring about haemo 
globinuria. Intravenous injections of quinine are rare], 
necessary, save in the comatose or cerebral types. I 
this case 10 gr. of quinine bi-hydrochloride should be 
injected intravenously in 10 c.cm. of distilled wate: 
by means of a record syringe. 


PHILIP MANSON-BAHR, M.D. Camb., 
F.R.C.P. Lond., 


Physician, Hospital for Tropical Diseases ; I 
London School of Tropical Medicine 


Recent articles in this series are : 


XXXVI. Menorrhagia in Young Women without Gro 
Lesion, by Dr. J. S. Fairbairn. XXXVII. Chronic Arthrit 
by Dr. W. H. Wynn. XXXVIII. Glycosuria in Pregnanc; 
by Dr. G. Graham. XXXIX. Flat-foot, by Mr. Blunde! 
Bankart. XL. Medical Treatment of Early or Suspecte: 
Duodenal Uleer, by Dr. J. £ ty XLI. Retention 
Urine, by Mr. J. Swift Joly. XLII. Treatment of 
Neurotie, by Dr. Kinnier Wilson. XLII. Blepharitis an 
Styes, by Mr. Affleck Greeves. XLIV. Internal Derangermner 
of the Knee-joint, by Mr. R. C. Elmslie. XLV. Ceeli 
Disease, by Dr. R. Miller. XLVI. Varicose Veins, by ! 
Philip Turner. XLVII. Colles’s Fracture, by Mr. 
Platt. XLVIIIL. Pyelitis, by Sir J. Thomson-Walker. 
Prolapse. by Mr. Beckwith Whitehouse. . Epistaxis, 
Mr. J. Gay French. LI. Chronie Colitis, by Dr. Ado! 
Abrahams. LII. Toothache, by Mr. A. T. Pitts. LI} 
LIV. The Acute Mental Case, by Dr. H. Yellowlees 
Acute Obstruction due to Growths of the Colon, by Mr. Il. 
Wilson. LVI. Squint in Young Children, by Mr. T. Harris 
Butler. LVII. Acute Septic Infection : Septicamia, by 
A. E. Gow. LVIILI. Surgical Treatment of Hemateme-is, b 
Mr. A. J. Walton. LIX. and LX. Nephritis, by Prof, tu 
MacLean. 
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HARNETT v. ADAM. 

AFTER a trial lasting 16 days before Mr. Justice 
lush, a special jury found answers to a series of 
juestions and awarded damages in an action brought 
by Mr. W. S. Harnett against Dr. C. H. Bond, a 
Commissioner in Lunacy,and Dr.G. H. Adam, manager 
of a home for the reception of insane persons at 
Malling Place, Kent. Damages were claimed on the 
sround of the alleged wrongful detention of Mr. 
ilarnett as a Junatic. In 1912 he had been an inmate 
of Dr. Adam’s asylum for a few weeks, and on Dec. 12th 
was allowed to leave it on probation for 28 days. 


BOND AND 


wo days later he went to the office of the Board of | 


Control, where he had an interview with Dr. Bond, 
who, after conversation with him, detained him and 
communicated with Dr. Adam by telephone. As a 
consequence Mr. Harnett was taken back that 
afternoon to Malling Place in a motor-car by two 
ittendants sent for him by Dr. Adam, after which he 
vas kept there and in other asylums till Oct. 15th, 
1921, on which date he escaped, and was afterwards 
certified as sane by the mental specialists whom he 
consulted. 

\ summary of the evidence, speeches, and summing- 
ip follows ; the findings of the jury at the conclusion 
ive given here in order that the precise issues raised 
by the specific points submitted to them may be 
ippreciated. 


lL. Did Dr. Bond cause the plaintiff to be detained at the 
office until the attendants came for him 7—Yes. 

2. Did he cause him to be sent back for the purpose only 
of his being examined by Dr. Adam or for the purpose of his 
being detained at Malling Place ?-—Being detained at 
Malling Place. 

3. Did Dr. Bond cause the plaintiff to be taken back ? 

Yes. 

Did he and Dr. Adam agree, after consultation, that the 

laintiff should be sent for and taken back 7? . 

Was the taking back entirely the act of Dr. Adam ? 

$4. Was the plaintiff of unsound mind Dec. 
v12 ?—No. 

Was he tit to be at large ? Yes. 

Was he dangerous to himself or to others 7——-No. 

5. Did Dr. Bond honestly believe that the plaintiff was 
ft unsound mind, not fit to be at large, and dangerous to 
thers 7— No. 

6. Did he believe that the plaintiff had escaped from his 
brother’s charge; and, if so. was that his reason for having 
him sent back ?—Yes. 

7. Did he take reasonable care to ascertain the true facts ? 

No. 

8. Did he honestly believe that Dr. Adam had retained 
the power of retaking the plaintiff back during his 28 days’ 
eave of absence ?-—Yes. 

%. Did Dr. Adam, when he received the telephone message 
ind sent his car, honestly believe that the plaintiff, on 
Dec. 14th, 1912, was of unsound mind and unfit to be 
it large ?—-Yes. 

10. Did he honestly believe that it was in the plaintiff's 
nterest that he should be taken back to Malling Place ? 

Yes. 

11. Did he take reasonable care in doing what he did ? 

12. 
able to be taken if his mental condition required it 7 

13. Was the detention of the plaintiff at the Commis- 

oners’ Office the act of Dr. Bond alone, or was it really the 
ct of both defendants ’—Dr. Bond. 


No. -— 
Lith, 


No. 


tioned as follows: £17,500 against Dr. Bond, £7500 
igainst Dr. Adam, subject to reduction if it were held 
that there was responsibility only for the plaintiff's 
detention by Dr. Adam, to £10,000 (Dr. Bond £7500, 
Dr. Adam £2500), and alternatively £5000 against Dr. 
Bond in respect of the detention of the plaintiff at 
the offices of the Commissioners in Lunacy. The 
udgment given two days later after argument by 
ounsel will be found below. 


Mr. J. B. Matthews, K.C., opening the case for the | 


custody as a lunatic. The plaintiff had originally 
been put under restraint upon certificates given by 
Dr. H. Fisher and Dr. Penfold (since dead) unde1 
a reception order signed by a justice of the peace, 
and an action was pending against Dr. Fisher. The 
grounds for the first certificate were detailed by 
counsel. Mr. Harnett. after the death of his first 
wife in 1908, had believed himself infected with 
nasal catarrh through germs contracted from her, 
and an unqualified person had treated him with 
injections of tuberculin. As a result he had suffered 
from fever and delirium, and in October, 1912, had 
been under the care of male nurses. On Noy. 10th he 
was certified and received at Malling Place. He was 
certified as deeply steeped in sex problems, but, said 
counsel, many people, especially since the war, had 
taken an interest in sex problems and discussed them 
openly as they would not have done before. The 
plaintiff had thought that the young should be 
instructed in sex matters and had issued a pamphlet 


| dealing with the subject. 


| without effect to the Lord Chancellor. 


| the Rev. 
| Mr. 
| mental homes, 


Did he make it known to the plaintiff that he was | 
No. | 


Mr. Harnett then gave evidence and described 
having waited from morning to afternoon at the 
offices of the Board of Control under the impression 
that his affairs were being looked into, and said that 
he had been hindered by a clerk when he wanted to 
go out to luncheon, and was removed at 2.30 P.M. on 
Dec. 14th. Further, he complained of rigorous treat- 
ment at the asylum. He said that he had escaped 
from an asylum at Aylsham, Norfolk, after complaining 
\ number of 
letters were read addressed by the plaintiff to the 
Lord Chancellor and to the Commissioners complaining 
bitterly of his confinement and of his treatment, and 
the plaintiff, continuing his evidence, said that he had 
been kicked and struck by a lunatic, that he had 
complained to a visitor and been threatened by Dr. 
Adam for doing so. In cross-examination, he said 
that since Oct. 31st, 1912, he had been perfectly sane. 
He had never seen any vision or heard supernatural 
voices since seeing his mother’s spirit in 1896. In 
November, 1912. when ill, he had said, ‘* You people 
think I am mad.”’ ** They did not answer, and I said, 
‘Spell parallelogram.’ They still did not answer and 
I spelt it correctly.” He suggested that his wife and 
Dr. Penfold had persuaded his brother to have him 
confined. 

Mr. FE. Hambrook, a farmer, Mr. A. A. Norman, a 
solicitor, Mrs. M. A. Girdlestone, a relative, Mr. E. 
Field, who had attended the plaintiff as a dentist, and 
J. W. Jones, who had been in contact with 
Harnett before and during his detention in 
were of the opinion that when they 
saw him he was sane. Dr. H. J. Bryan was consulted 
by the plaintiff on Dec. 13th, 1912, and only found 
him “ talkative.” Dr. J.S. Risien Russell had examined 
the plaintiff in November, 1921, and certified him as 
sane. He considered that his re-arrest and sending 
back to the home was calculated to have a detrimental 
effect. Dr. A. C. Morton, instructed by the Commis- 
sioners, had visited Mr. Harnett in the mental home 
at Aylsham and became friendly with him. In June, 
1921, he had told a Commissioner that if the plaintiff 
were at liberty he should not certify him. He 
admitted, in cross-examination by the Attorney- 
General for Dr. Bond, that he had reported of the 


| plaintiff that he was talkative and excitable, had some 
The jury assessed the damages at £25,000, appor- | 


plaintiff, declared that there was no right whatever | 
on the part of Dr. Bond, any more than there was | 


for any citizen, to detain anyone or give him into 


religious mania, and seemed 
that he was being persecuted. This was in May and 
June, 1921. He was then on the border line with 
regard to religious mania, but the witness could not 
recall what his delusions were. Dr. T. Hyslop 
examined Mr. Harnett in November, 1921, and found 
him capable of managing his affairs. 

At the close of the plaintiff's case it was submitted 
that there was no case for damages, that the only 
case against Dr. Bond arose out of the detention at 
the Commissioners’ Office, and that Dr. Adam in the 
circumstances could not have acted otherwise, but the 
judge held that the trial must go on, and said that 
there was a prima facie case that Dr, Adam had had 


under the impression 
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the plaintiff brought back without first satisfying 
himself that he ought not to be at large. 

The Attorney-General, Sir Patrick Hastings, K.C., 
opening the case for Dr. Bond, referred to the difficulty 
of devising any means by which more complete protec- 
tion could be given to any individual detained as 
insane than had been afforded to Mr. Harnett. But 
he admitted that after the evidence heard that day 
there were grave doubts whether any satisfactory 
method could be adopted to ensure that no person 
hereafter should remain in an asylum without 
independent investigation. The Attorney-General 
suggested as the best protection the visits at stated 
intervals of an independent doctor at the instance of 
the alleged lunatic or of his friends. He did not say 
that the plaintiff had not now recovered, but in 1912 
he was undoubtedly insane. 

Mr. Neilson, K.C., opened the case for Dr. Adam, 
who, he said, had received the plaintiff when his 
actions appeared to be entirely uncontrolled. The 
plaintiff's mother, he added, was insane. 

Dr. Bond described the visit of the plaintiff to the 
oftices of the Board and his own interview with him. 
He had not been able to find out the object of the 
plaintiff's visit. Mr. Harnett had talked incoherently 
in broken sentences, and flourished a bag of money 
which, he said, he had obtained from his bank. 
half an hour he formed the opinion that Mr. Harnett 
was insane and not fit to be about alone, and had told 
Dr. Adam so by telephone. In 
Dr. Bond was asked with regard to the flourishing of 
a bag of money, *‘ What more natural or more joyous 
than that a man should jingle golden sovereigns in a 
bag ?”’ and his Lordship asked, *‘ You would not call 
that a proof of insanity?’ To which Dr. Bond 
replied that he should expect a man to keep his money 
in his pocket. He did not say that Mr. 


Harnett 
had not now recovered. He had not examined the 


plaintiff, who had given his evidence coherently and 
sensibly, as to his mental state. 

Mr. B. R. Dickson, a land agent, Mr. W. Hyder, a 
solicitor’s clerk, and Mr. C. M. Moir, a reporter, gave 


evidence as to the plaintiff’s interviews with them, and 
as to such acts as grovelling on the floor, asking Mr. 
Hyder whether he could spell ‘** parallelogram,” and 
describing visions that he claimed to have seen. To 
the last-named Mr. Harnett had attributed his 
condition to an overdose of a vaccine. [These 
witnesses referred to dates before Nov. 10th, 1912, at 
which date, Mr. Matthews admitted, the plaintiff was 
rightly certified. ] 

Mr. A. Harnett, plaintiff's brother, also spoke to his 
conduct in that period; he had not visited the 
plaintiff in confinement, having heard that the 
plaintiff had threatened revenge against him for 
putting him under restraint. The plaintiff had said 
he would spend his last penny in punishing all those 
who had taken part in putting him away. 

Dr. Adam stated that he had joined his father in 
managing the mental home at Malling Place in 1907, 
and since his father’s death in 1908 had managed it 
alone. He had received Mr. Harnett on his certification 
and then thought him maniacal, but had sent him out 
when his condition improved on an order in the usual 
form with a proviso for power to take him back should 
his condition require it. In February, 1913, after his 
return, he had reported to the Commissioners that the 
patient was not suicidal but inclined to be dangerous 
and likely to elude a single attendant. Cross-examined 
as to various acts of the plaintiff and in each case as 
to whether the act indicated or proved insanity, the 
witness answered in the negative, with qualifications, 
saying that all the facts taken together would be 
evidence of insanity. The acts referred to included 
addressing friends and neighbours, asking them to 
testify to his sanity, claiming a mission to go out and 
‘ save souls,”’ asking the Governor of Borstal Prison 
for leave to address the prisoners, writing a letter to 
** Dear Postal Official ’’ beginning ‘‘ Jesus has touched 
niy eyes,” and talking incoherently and ramblingly 
on religious subjects. Mr. Matthews, with regard to 
the way the plaintiff talked, said, ‘‘ Everyone from 





After | 


| thing against our will.”’ 
cross-examination | 





preachers to race-course touts raises his voice tv 
emphasise what he says.’’ The witness answered. 
** He was shouting, and, in my opinion, was suffering 
from mania.’” The witness had reported him later tv 
be ** Mentally improved, the acute attack of religiou- 
mania having passed off’’; the condition then wa: 
that religious symptoms remained and “* his mind wa 
more or less monopolised by religion.’’ He considered 
that if the plaintiff believed he had a tuberculou 
throat after he had been told by a specialist that he had 
not, that would be a delusion, while he had adde«| 
that he also thought he had cancer of the throat. H. 
had expressed a desire to go and live with Lor 
Wolseley. It was suggested by counsel that th 
plaintiff said: ‘* I should like to see Lord Wolseley t: 
shake hands with him and say ‘ Lord Wolseley, you 
sword is untarnished.’”’’ The witness did no 
remember this, but admitted that an explanatio: 
might be found in both the plaintiff and Lord Wolsel 
believing in the efficacy of prayer. 

Dr. H. Fisher gave evidence as to having seen th 
plaintiff on Nov. 9th, 1912, and having certified hin 
as of unsound mind. Cross-examined as to th 
symptoms connected with religion, and having sai 
that the people living with the patient were not th 
best judges of his state, he was asked, ** So it is th: 
doctor who is to be the ultimate judge,” and replied. 
‘I am afraid we are often drawn into this kind © 
The plaintiff's actions mos! 
certainly indicated insanity. Asked by the judge wha' 
made a man a lunatic, he answered, ‘‘ Laying undw 
emphasis on circumstances which in ordinary lif 
would be of no moment.’’ The offer to preach t: 
Borstal prisoners should be taken in conjunction wit! 
other matters. The required examination of a patient 


' did not necessarily involve asking questions, the word 


used being ** observe.’’ He had gone to the examina 
tion with a perfectly open mind 

A former head attendant at Malling Place described 
bringing the plaintiff back from the offices of th 
Board, and said that he then appeared worse tha: 
when he left. He had not been treated badly 0: 
threatened. 

Dr. T. Claye Shaw, visiting physician at Malling 
Place, deposed to having had an interview with Mr. 
Harnett there on Nov. 19th, 1912, and having had no 
doubt of his insanity, and as to a delusion with regard 
to a plot against him. He said that excitement in 
relation to insanity was a question of the degree o! 
excitement shown. He was cross-examined generally 
as to his experience of the correctness of certification 
in other cases within his experience. 

Dr. Ludford Cooper had been called in by Dr. 
Penfold to see the plaintiff in October, 1912. Whilk 
the plaintiff was out on probation in December, 1912. 
he had found him outside his house and had asked 
him into his consulting-room. Arrived there, Mr. 
Harnett had at once fallen on his knees and prayed 
aloud, following him across the room still kneeling. 
Beyond the words ** Jesus Christ ’’ he was incoherent. 
and afterwards got up and talked about a plot. Th: 
witness had no doubt that he was insane. He had 
communicated with Mr. Harnett’s solicitor and wit! 
Dr. Penfold. Later he had met the plaintiff at Malling 
Place when visiting another patient and Mr. Harnett 
had shaken him cordially by the hand and asked 
him ‘* How do you spell parallelogram ? ”’ 

At this point Dr. Fisher was recalled and was show) 
a receipt which he acknowledged had been given by 
him for fees for attendance on Mrs. Harnett, th: 
plaintiff's wife. He had made a statement unde) 
cross-examination to the effect that if Mr. Harnett 
had said that he (the witness) had ever attended Mrs 
Harnett, he would have treated it as a delusion. H: 
now withdrew that statement, and was severely 
censured by the judge, who characterised the evidence 
as given to help in establishing the plaintiff’s insanity. 

Dr. Cooper, further cross-examined, said that th: 
plaintiff had referred to something of a painful and 
delicate nature affecting his wife, and might hav: 
suggested that that was the reason for his being put 
away. He might have dropped on his knees and in 
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that position related what was on his mind. The 
Attorney-General offered to go into the matter 
iffecting Mrs. Harnett by calling her as a witness. He 
was chiefly concerned with the state of the plaintiff's 
mind in December, 1912. 

His Lordship said that he should 
whether the plaintiff was insane on Dec. 14th. 

Dr. A. 1. Webster said that on Dec. 13th, 1912, 
Mr. Harnett, to whom he had never spoken before, 
called on him, and said excitedly, ** Dr. Webster, you 
are a deeply religious man; you believe in the Lord 
Jesus Christ.’”” He knew of no reason for this, and 
considered the plaintiff to be of unsound mind. In 
cross-examination he admitted having read the lessons 
in church, of which the plaintiff might be aware. 
knew that the plaintiff had been in an asylum. 

Mr. O. Dickinson, secretary to the Commissioners in 


ask the jury } 


view to his release. In 1917 he appeared more com- 
posed than in 1913, better still in 1920, and there 
seemed nothing wrong with him in 1921. Hostility 
to his wife, apparent in 1920, had disappeared in 1921. 

Sir James Crichton-Browne gave evidence as to 
an interview with the plaintiff at Croydon in his 
capacity of Visitor in Lunacy in 1913. This was at the 
plaintiff's request after the visit of Lord Sandhurst in 
July of that year. Dr. Pasmore was out and the witness 
had formed an entirely independent opinion, without 
seeing the original certificates. He was with the 
plaintiff for three-quarters of an hour and satisfied 


| himself without any doubt that he was of unsound 


|} mind and dangerous. 


| memory at the beginning of the interview, and said 


Lunacy, gave an account of the visit of the plaintiff | 


to the Commissioners’ offices on Dec. 14th, 1912. He 
looked wild, seemed excited, and was very talkative. 
The witness described the removal of the plaintiff. 
There was no reference to the plaintiff's condition 
in the memorandum made of the visit, but it was 
mentioned that he had escaped from his 
charge. He told the judge, in reply to a question, 


| tailor. 


brother’s | 


that he could not account for this. His Lordship said, | 


‘T attach the very greatest importance to it.” 

Dr. E. S. Pasmore said that in 1913 he was medical 
superintendent at Croydon Mental Hospital, and in 
February of that year fetched the plaintiff from Malling 
Place. On the way to Croydon Mr. Harnett, in reply 
to questions, said he had been poisoned with tuberculin 
and it went to his head. He voluntarily said that he 
had a mission to save souls and had supernatural 
power, but he had been prevented from trying to save 
Wesleyans’ souls and had tried to save souls of those 
condemned at Borstal. He pooh-poohed the suggestion 
that boys at Borstal were not condemned to death. 
He expectorated and explained that this was to rid 
his system of acid injected into it. Cross-examined, 


Dr. Pasmore said that in 1913 he reported that the 


patient suffered from ‘* mental exaltation,” and his 


offering to preach at a Wesleyan Church tended to | 
1914 he | 


confirm this, as he was not a Wesleyan. In 
appeared to be threatening violence against 
responsible for his detention. The witness 


those 
denied 


that to develop homicidal tendencies after two years | 


necessarily pointed to chronic permanent lunacy. 
The symptoms he referred to had nearly passed away 
in 1917 when he advised that the plaintiff should stay 
as a private patient in a doctor’s house. The witness 
thought it true that the plaintiff had offered the 
Commissioners £30 to send a mental detective .to his 
home, to see that he had fair play, but he had not 
been able to get from him a statement the 
nature of the foul play he suspected. 

Dr. H. M. Berncastle, assistant to Dr. Pasmore, 
described a conversation with Mr. Harnett at the 
Croydon Mental Hospital, and said that he claimed a 
mission to save souls, and the possession of super- 
natural powers. The plaintiff had resented the witness 
questioning him. He did not seem to realise that 
when released from Malling Place in December, 1912, 
he had been let out on trial, but perhaps explanations 
now given might have put this in a rather different 
light. He understood him to threaten violence, not 
legal proceedings. He had heard him give evidence, 
and should not even now certify him as of sound mind 
without making a special personal examination. 

Lord Sandhurst described interviews with the 
plaintiff in July, 1913, May, 1917, March, 1920, and 
June or July, 1921. At the first, lasting three-quarters 
of an hour, he had formed the opinion that he was in a 
state of mental exaltation. Mr. Harnett had attributed 
his illness to the administration to him of a toxin. 
He had described graphically his religious attitude. 
He had not thought it desirable that the plaintiff 
should manage his own affairs, having made this 
visit for the information of the Master in Lunacy as 
to the appointment of a receiver. With regard to a 
later visit, the witness said that he was not there to 


as to 





He had not seen him before or 
since. The plaintiff was intelligent and had a good 
that he had been infected with nasal catarrh by his 
first wife after she had been dead three or four years. 
and that he had been injected with tuberculin by a 
He had received a mission from God to preach 
to sinners. He had a special mission to preach to 
boys and girls upon matters relating to sex. Asked 
whether he meant this as to girls, he said ‘* Yes,’ and 
that God had prepared him. He was talkative and 
voluble and became excited. 

The witness was proceeding to give statements of the 
plaintiff concerning his wife, but counsel on both sides 
wished to exclude this topic, and Sir James Crichton- 
Browne, having stated that Mr. Harnett had spoken 
of a “ horrible discovery ’’ a month after marriage. 
said that he formed the opinion that the whole thing 
was a delusion. The plaintiff had become very excited 
about it, beating his head with his hands and sobbing. 
Without the statement in question he should have 
considered him insane. Mr. Harnett had declared his 
belief in a plot of which Dr. Adam was the central 
figure to shut him up and prevent him carrying out 
his mission. The injection with ‘ tuberculin ”’ by a 
quack was, in the opinion of the witness, probably an 
injection with coloured water. Tuberculin would not 
produce delirium, and he had regarded the supposed 
result of the injection as a delusion of the patient. 

The plaintiff, recalled, said that his offer to preach 
at Borstal was inspired by the words, ** I was in prison 
and ye came unto Me.’ He had believed that Dr. 
Penfold did not believe in God and had therefore asked 
Dr. Webster whether he did, wishing to be attended 
by him. He spoke of interviews with Dr. Cooper and 
of Dr. Cooper having told him that he was perfectly 
sane. He denied asking him to spell parallelogram. 
He gave an account of his interview with Dr. Coope) 
on Dec. 13th, 1912, and said he had told him the same 
story of his wife that he had told Sir J. Crichton- 
Browne. He denied kneeling on the floor, but when 
Dr. Cooper had walked to the fire-place he had knelt 
on what looked like a prie-dieu. He had not claimed 
supernatural power or that he was overshadowed by 
God; and Dr. Cooper’s description of what occurred 
was “ absolutely false.” 

The Attorney-General, for Dr. Bond, said that no 
doubt matters described as the plaintiff's delusions 
had been in some cases not delusions at all. It was 
practically impossible always to avoid this occurring. 
He did not contend that Mr. Harnett was insane at 
the end of his confinement, but asked the jury to 
consider whether the plaintiff was out of his mind on 
Dec. 14th, 1912. Did Dr. Bond honestly think him 
so? Was he reasonable in forming that opinion : 
Mr. Harnett was sent back to Malling Place in orde 
that Dr. Adam might judge whether he was bette: 
or worse. If he was sane it was not Dr. Bond who 
was responsible for keeping him under restraint. The 
only trespass Dr. Bond might have committed was in 
detaining him at the Commissioners’ offiees. 

Mr. Neilson, for Dr. Adam, submitted that afte: 
the reception order and in all the circumstances, Dr. 
Adam had acted honestly, reasonably, and properly. 
and done nothing that a properly minded man should 
not have done in the circumstances. 

Mr. Justice Lush, summing up, said that the main 
point to consider was the plaintiff’s mental condition 


inquire into the state of the plaintiff's mind with aj when he went to the offices of the Commissioners in 
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Lunacy. He was then entitled to have his legal 
rights observed and the defendants must take the 
consequences if they had interfered with them 
without just cause. Dr. Bond had no more control 
over the plaintiff's personal rights then he (the 
judge) had. Dr. Adam, if he had disregarded the 
plaintiff's rights contrary to the law, must take the 
consequences. What could be more tragic than that 
if the plaintiff was sane (and he was admittedly a 
good business man) he should be taken off by keepers | 
and confined with maniacs for nine long years 
in asylums ? He referred to Lord Sandhurst’s 





evidence in spite of which a doctor. a Commissioner in 
Lunacy, had reported the plaintiff as insane in 1921. | 
His Lordship quoted from a version of the Mikado | 
as to the spelling of parallelogram and said that he | 
saw nothing remarkable in the plaintiff asking people 
to spell it. If the jury believed that what had been 
described as delusions were not delusions, and that | 
the doctors had made a terrible mistake, and had | 
kept the plaintiff in asylums when he was sane and 
able to express himself, it greatly helped the plaintiff's | 
case. His condition during those years was a vital | 
point, as it threw light on his condition in Dec. 14th, | 
1912. If he then had no delusions what was there | 
to justify his detention ? 

His Lordship left to the jury the questions given 
above, and after their answers and their verdict | 
as to damages had been returned heard argument 
mainly as to the apportionment of the damages. 

Mr. Neilson also submitted that Dr. Adam was 
legally protected by Section 330 of the Lunacy Act, 
1890, if he had acted with good faith and reasonable 
care. He referred to Shackleton v. Swift, 2 K.B.., | 
at page 316. His Lordship said that Dr. Adam should | 
have seen the plaintiff before taking him back. Mr. | 
Neilson referred further to Section 55 of the Act, 
which, he argued gave the visiting justices power to 
grant the order which they did in this case. A | 
proviso enabled the manager to take the patient 
back. Mr. Neilson also referred to the answers to 
questions 9, 10, 11, arguing that answer 11 was 
inconsistent with answers 9 and 10. If Dr. Adam 
honestly believed that the plaintiff was unfit to be at 
large, he could not be held to have failed to exercise 
reasonable care in having him brought back to 
Malling Place. When he was brought back he was 
examined and retained there and the jury had not 
found that Dr. Adam had not been actuated by 
an honest belief. He asked for judgment on his 
behalf. 

His Lordship in his judgment dealt at length with 
the various dates as to which the damages might be | 
apportioned, and proceeded to the question of remote- 
ness of damage, the point being whether the defend- 
ants by their acts and through the findings of the jury 
were liable to pay damages in respect of the whole | 
period of the plaintiff's detention as insane—that | 
is to say, from Dec. 14th, 1912, to Oct. 15th, 1921, 
when he escaped. It was contended that the damages | 
were too remote if assessed for the whole period of | 
detention, and that the chain of causation was broken | 
by a novus actus interveniens when Dr. Adam found | 
the plaintiff to be imsane on his return to Malling 
Place, or when in February, 1913, he was removed to | 
Croydon, or when in November, 1913, he was re- | 
certified. In his Lordship’s opinion there was no | 
novus actus interveniens, and it was therefore quite | 
open to the jury to treat the long detention as a direct 
consequence of the defendant’s acts. He expressed 
the view that each fresh medical superintendent 
receiving a patient under his care would know his 
history as shown by previous reports, and would take 
these into account so that decisions by different 
doctors, commissioners, visitors, and medical super- 
intendents were not fresh interventions breaking the 
chain of causation. The jury evidently thought the 
plaintiff was sane throughout the whole time. The 
alleged delusions were disposed of and the Attorney- 
General did not dispute that most of them were not 
delusions. As to Dr. Adam, he could and should have 


| to support the jury’s findings. 


| this 


) surgery 





seen the plaintiff first instead of allowing him to be 


detained and fetched back. He was guilty of gross 
want of care in acting as he did. He had submitted 
the plaintiff to the shock of being brought back befor: 
he examined him. As to Dr. Bond, the jury had 
found that the plaintiff was not of unsound mind on 
Dec. 14th, 1912, and that Dr. Bond did not 
honestly believe that he was (Q. 5). They had found 
that Dr. Bond had formed a mistaken view (Q. 6) 
If Dr. Adam had ascertained the truth he might 
not have had to see the plaintiff at all or if he 
had gone he might have cleared the matter up. 
There was, in his Lordship’s opinion, ample evidenc: 
Under Section 330 of 
the Lunacy Act, 1890, he held that the onus of proot 
that an official exercised reasonable care was on th« 
official. His Lordship gave judgment for £5000 
against Dr. Bond personally, and for £20,000 jointly 
against him and Dr. Adam, with costs to follow th: 
event. On the question of a stay of execution being 
raised, he ordered £5000 to be paid by Dr. Bond within 


| a week to the plaintiff, and £20,000 to be paid into 


court or security given within three weeks, with an 
undertaking as to costs. 


The case lasted altogether 18 days, commencing 


Feb. 6th and ending Feb. 29th. 





Serbices. 


IN 


Public Health 


THE Lock-Urep SURGERY 
PRACTICE. 

It is laid down in the terms of service (Clause 12) 
under the National Insurance Acts that the panel 


INSURANCE 


| practitioner may not carry out his insurance practice 


elsewhere than at his place of residence, except under 
such conditions as appear to the Insurance Committee, 


| or, on appeal, to the Ministry, to be compatible with 


efficient service. Under these terms a_ lock-up 
surgery may be conducted if the doctor has made 
suitable arrangements whereby he may be available 
to his panel patients at any time his attendance may 
be required. At a recent meeting of the London 
Insurance Committee the question of what con- 
stituted suitable arrangements was brought up in a 
report of the Medical Benefit Subcommittee, of which 
a section consisting of three representatives of the 
Insurance Committee, and an equal number from the 
Panel Committee, had been appointed to deal with 
matter. The section considered all cases of 
insurance practitioners who do not reside at their 


| respective surgeries, with a view to satisfying them- 


selves as to the arrangements made. While under 


| the terms of service the practitioner is required to 


notify his patients at his own expense of any special 


| arrangements which he may make in carrying out his 
| insurance duties, the regulations under the Act do 


not specify any details with regard to such arrange- 
ments, and the Insurance Committee have agreed 
with the Ministry that in urban areas arrangements 
such as the following might be reasonably considered 
adequate in the conduct of a lock-up surgery :— 


1. That there be a resident caretaker in the surgery and 
that telephonic communication should be established 
between the surgery and the doctor’s residence. 

2. Where the doctor lives within the distance limited in 
accordance with the decision of the Insurance Committee 
of the area, the doctor’s address should be posted up at the 
where it shall be visible both by day and by 
night. 

3. Where the doctor lives at a distance and only his 
deputy is available between certain hours, a written notice 
of the deputising arrangement should be given to each of the 
doctor’s patients. 


Every case is to be considered on its merits by the 
Insurance Committee after consultation with the 
Panel Committee, and the Insurance Committee may 
require that the patients are to be notified at the 
practitioner’s expense of any special arrangements 
under which the practice is carried on. 
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A PRomMpT ScHooLt MEDICAL REPORT. 


THE first annual report of the school medical 
service to reach us for the year ending Dec. 31st, 1923, 
comes from Taunton. The chief feature of the year’s 
work was the opening of a new clinic where minor 
ailments, defective vision, discharging ears, skin 
disease, and dental defects are treated. The clinic 
is to be a health centre where advice as well as treat- 
ment can be obtained. Parents are invited to bring 
any child they are anxious about to the centre for 
examination, between 9 and 10 A.m. No card is 
required for admission, and attendance is counted as 
school attendance. School inspection treatment, 
feeding, infant welfare work, in fact all public health 
activities are administered through one officer, Dr. 


John Allen. The school nurse is also school attendance | 


officer—a successful combination in Taunton. The 
child is looked after by the health department from 


the cradle until he finds employment after school, | 


except during the critical period between 3 and 5 years 
of age. And no doubt Dr. Allen will shortly find 
some means of bridging this ugly gap. 
inspection of 1250 children revealed 229 requiring 


treatment, and in 88-6 per cent. of these cases it was | 
The dental examination of 1804 children ! 


obtained. 
resulted in 
requiring it. 


treatment for 1061 of the 1258 


cases 


Education Committee. 
was 62. 
dai ly 


The average daily attendance 
A one-course meal, with, in addition, a 
allowance of 2 oz. of wholemeal bread, 


and twice a week uncooked fruit such as apples or | 


oranges, was served. The cost was 1-7d. per child 
for food, and for administration 2-8d. 
administrative part of this work was dealt with by 
the medical department. Unfortunately, all 
infant departments in Taunton were closed for two 
weeks in April on account of measles and whooping- 
cough. 
cases of measles and 62 of whooping-cough. 








Che Serbices. 


ROYAL ARMY MEDICAL CORPS. 
Col. J. Poe, late R.A.M.C., retires on ret. pay. 
Asst. Dir. of Hygiene. 
Capt. K. N. Purkis retires, receiving a gratuity. 
TERRITORIAL ARMY. 


Maj. (Prov.) A. S. Bruzaud, having attained 
limit, is retired and retains the rank of Capt. 

Capt. J. B. Orr to be Bt. Maj. 

Maj. D. V. Haig, having attained the age limit. is retired 


the age 


prescribed uniform. 

Capts. F. S. Fletcher and J. L. Lawry, having attained the 
age limit, are retired and retain the rank of Capts. 

Capt. (Prov.) J. G. B. Coleman, having attained the age 
limit, is retired and retains the rank of Lt. 

Capt. C. D. Mathias to be Maj. 

Capt. R. J. W. 
the rank of Capt. 

Lt. J. S. Pegum resigns his commn. and retains the rank 
of Lt. 


A. Cushing resigns his commn. and retains 


ROYAL AIR FORCE, 
Capt. C. T. Hastings, Army Dental Corps. is granted a 
temp. commun. as a Flight Lt. on attachment for duty with 


the R.A.F. 


DEATHS IN THE SERVICES. 

Inspector-General Walter Reid, R.N. (retd.), 
at Okehampton on Feb. 27th in his eighty-fourth year, 
graduated M.D. at Edinburgh University m 1863, in which 
year he also obtained the L.R.C.S. Edin. He then joined 
the Royal Navy and saw service in the Ashanti War of 
1874, when he was mentioned in despatches and received the 
medal. Among his contributions to medical literature 
was a case of Double Popliteal Aneurysm at Haslar, which 
appeared in Tue LANCET in 1895. He retired with the 
rank of Inspector-General in 1898. 


| 
| 


The routine | 


Throughout the year, with the exception | 
of the summer holidays, dinners were provided by the 


All the | 
the | 


Altogether during the year there were 39 | | 
| patient at a time. 


| unsatisfactory. 


; 1s 


‘ : : | many a satisfactory solution. 
and retains the rank of Maj. with permission to wear the | and Jet inexperience and ignorance prevail. 


Correspondence. 


“* Audi alteram partem.”’ 


MEDICAL MEN, THE LAW, AND THE PUBLIC. 
To the Editor of Tut LANCET. 

Sir,—Modifications in the relations between medical 
practitioners, the law, and the public, especially th: 
section of it suffering from mental disorder, ar: 
evidently called for. On the one hand, there is a public, 
jealous that no one shall be deprived of his liberty 
on account of mental ill-health except for reasons which 
appeal even to the uninformed—i.e., that the patient 
should be the raving lunatic of popular imagination 01 
the wild-eyed homicidal maniac lusting for blood- 
and but little realising that under a calm exterior there 
may lurk a state of mental disorder rendering the 
individual utterly incapable of looking after himself or of 
being anything but a source of misery, and possibly of 
danger, to those about him. On the other hand, there is 
our profession, regarding the individual as a patient to 
be cared for, treated, and kept from harming himself and 
others. We are loaded with the always disagreeable, 
frequently odious, and not infrequently dangerous 
responsibility of ** certifying ’’ the patient; with the 
uphill and wearing burden of endeavouring to 
ameliorate the mental state of our patients and of 
safely and comfortably housing them ; and with the 
solution of the problem of returning patients to normal 
society only when we feel sure that they are fit for 
it, and if they are not quite well, of securing that they 
shall be, with advantages to themselves, properly and 
safely looked after. 

We and the nurses who work with us are prevented 
by law from receiving such patients into homes and 
hospitals unless they are certified, and we may then 
only receive them if we are the officers of mental 
hospitals or of licensed houses or if we receive but one 
Certification is, in fact, forced by 
law upon us and upon our patients if they desire to 


| be properly treated or if their relations on their behalt 
| SO desire. 


The law, in short, steps between us and ou 
patients and often prevents the treatment we deem 
scientific and proper. The law does this because it 


| wishes to safeguard liberty. 


If, then, the public and its legal advisers are ot 


I | opinion that the mentally disordered are in danger at 
Capt. T. Young to be temp. Maj. whilst empld. as Dep. | ; 


the hands of unscrupulous doctors, let us ask to b« 
allowed to hand over freely (and with delight) all th: 
proceedings associated with certification, forcibl 
detention and release, to the law and its police officers. 
We should then relinquish a burden which it appears 
we are judged too weak to carry and too dishonest to 
be entrusted with. Such would be a simple and to 
Let science stand down 
In the 
result we could at least point out that medical treat- 
ment was not in our hands in those particulars but in 
those of the law and its officers, while complaints as te 
this part of treatment would have to be directed to 
other quarters. 

For the community the result would be, I suggest. 
If under the present system liberty 
the possible occasions infringed (and 


on rarest 


| personally I have never known of a case of wrongtul 


who died | 


| So be it; but surely our measure is overflowing. 


| 


detention) so is it in every case where an alleged 
offender, subsequently proved innocent, is remanded 
to gaol, or when innocent persons are condemned to 
terms of imprisonment; but under an alternativ: 
system in which certification, detention, and releas 
become matters of judicial concern, many a person 0} 
unsound mind will untreated and uncared for. 
intolerable conditions will be created for many a family. 
and many and violent assaults will occur. But th: 
community does not realise this or from what we save it. 
Wi 
have borne the burden sufficiently long. Let it pass to 
other shoulders, to those who are of opinion that they 
know better than we do.—I am, Sir, yours faithfully, 
Harley-street, W., March Ist Kk. 1. MACNAMAKA 


ur 
go 
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A STANDARD DIET FOR 
TREATMENT. 
To the Editor of THE LANCET. 

Sir,— After a few months’ use of insulin on orthodox 
lines it became apparent that if diabetics throughout 
the country were to obtain the full benefit of the new 
treatment it was necessary to work out a much more 
simple method of arranging the diet and general 
control of the treatment. 

The scheme outlined below has been so successful 
that even in hospital practice I generally use it 
instead of the older and more elaborate methods of 
estimating basal diet, sugar tolerance, &c., and 
gradually building up a diet. The time required to 
ascertain the right diet and the necessary dose of 
insulin is much shorter, while the end-results are 
equally good. 

The general principle of the method is to give from 
the outset a diet capable of producing the number of 
calories required by the average patient to carry on 
his ordinary life. Elsewhere I have shown that there 
are many fallacies in the usual method of working 
out the basal diet and that there is no constant 
relationship between thls basal diet and the adequate 
diet, but that the number of calories required by the 
average patient for an adequate diet is fairly constant. 
This diet is given, and if the patient cannot metabolise 
it without help he is given sufficient insulin to enable 
him to do so. 

From the treatment of about 80 cases of diabetes it 
appeared that the average number of calories required 
daily was about 2300, and this was the number fixed 
on. The next question was how this number of 
calories should be made up. The amount of protein 
was fixed first. This must not be too low or body 
repair and growth cannot be maintained ; it should 
not be too high or an unnecessary strain is thrown on 
the kidneys and the amount of potential carbohydrate 
may be excessive. Of the two faults it is obviously 
safer to give too much than too little. Disregarding 
the theoretical number of grammes per kilo of body- 
weight, about which the various authorities differ 
widely, I took Hutchison’s broad estimate of the 
minimum requirements of the average man—viz., 
80 g. of protein daily. This amount of protein 
will produce 320 calories. The remaining calories 
are made up from carbohydrate and fat and a satis- 
factory proportion of each is fixed. There has been 
much written about ketogenic and anti-ketogenic 
diets, but as a matter of fact some patients tolerate a 
much larger proportion of fat than others. Woodyatt’s 
rule, however, is a useful one and in most cases errs on 
the safe side. The rule is that the fat should not 
exceed twice the carbohydrate plus half the protein. 
Taking the protein at 80 g., the carbohydrate would 
be 70 g., and the fat 185 g. if we take the nearest 
round figures necessary to maintain the right carbo- 
hydrate fat ratio and to produce in all about 
calories. These were the quantities taken in fixing 
the adequate diet which, for convenience, I called the 
‘ standard diet.” 

While it is easy for those of us who are constantly 
at it to work out different diets containing these 
proportions of carbohydrate, protein, and fat, the 
busy practitioner will find it an advantage to have one 
worked out for him, and the following example shows 
how it may be done with ordinary food-stuffs which 
suit the average taste. Of course, by studying the 
constituents of all the different articles of food the 
diet may be varied indefinitely so long as approxi- 
mately the right amount of each constituent is 
retained. Anyone who has not the time or inclina- 
tion to do so may confidently order the diet 
given below. A mild case, or one of average 
severity, where there is little acidosis or de-nutri- 
tion, need not stay in bed at all, and if his work 
is not very arduous, may carry on his usual life. 
Accurate diagnosis is essential. If clinical signs 
and symptoms are not conclusive of true diabetes 
a blood-sugar estimation must be done before com- 
mencing treatment. 


INSULIN 


** Standard Diet.’ 


Carbo- 


Food. hydrate. 


Protein. 
Three eggs .. “4 i a 
12 oz. 5 per cent. (green) Vegetables 
3 oz. butter e* we 
24 0z. beef or mutton (lean) 
20z,. ham .. : ; 

z. bacon 

z. milk ' 

.. cream (thin) . 

z. olive oil : 

z. brown bread 

Z. porridge 

Zz. potato sos . : 

. cheese (cheddar) ig 1 


12 


1s 


70 xO 185 
In the case of meat, potato, &c., the weight give: 
is that of the cooked article. If porridge is not like: 
an extra ounce of bread may be allowed, or half a: 
ounce extra bread may be given if the potato b 
omitted. Again, instead of the ham, a patient may 
be allowed two ounces of fish and half an ounce extra 
butter, and so on. Weak tea, weak coffee, or beef-tea 
may be taken freely. The distribution of the meal- 
may be left to the patient, but when insulin is given 
the meal following the dose should contain a fai: 
proportion of the carbohydrate allowance. In most 
cases it is better to get the patient on to this diet 
gradually, and the directions I usually give are a- 
follows : 
Ist day (4 oz. bread, 1 oz. butter. 
2nd day! Diet as above )3 a 1 
3rd day { but take ‘ 
ith day } 


” 
9 


i3 : 


2 7 24 rs 
5th day, standard diet with 2 oz. bread and 3 oz. butter. 


During this stage it is essential to test the urin 
each day for acetone or diacetic acid. and desirable to 
test it for sugar at the same time. The simplest plan 
is to instruct the patient how to test his own urine fo) 
sugar with Fehling’s or Benedict’s solution, and fo: 
diacetic acid by adding a little weak ferri perchlorid: 
solution to an inch of urine in a test-tube. He i- 
instructed to report at once if any red colour is given 
with the latter test. If diacetic acid appears at all 
or if acetone is present in any quantity, the amount 
of bread must be increased and the amount of butte! 
diminished until the acidosis disappears. Anothe: 
attempt may then be made by adjusting the amount- 
more gradually, or insulin started without furthe! 
delay. If, however, no diacetic acid appears whe 
the standard diet is reached the sugar may or may 
not have disappeared. If it has apparently gon 
specimens of urine at different times of day, especially 
an hour to an hour and a half after the meal containing 
the most carbohydrate, should be examined to mak« 





2306) | 


sure that the patient is really sugar-free. If so, go on 
with the diet, getting the patient to test the urin 
every day at first and afterwards once or twice a week 
If weight, energy. and sense of well-being are norma! 
continue indefinitely ; if not, increase the diet first 
by adding more butter, cream or oil, keeping a sharp 
look out for acidosis. After the maximum amount 
of fat which can be tolerated is reached any furthe! 
increase must take the form of bread or other carbo 
hydrate. If sugar now reappears treat the case a- 
described below where sugar has persisted from the first 

If there is still sugar in the urine after a week on thi 
standard diet, or sooner if the amount of sugar is high. 
begin insulin treatment. Keep the diet the same, but 
give gradually increasing doses of insulin until th: 
glycosuria is controlled. How is this done? Two 
specimens of urine are examined daily, one taken an 
hour to an hour and a half after supper, and the othe: 
before breakfast. Increase the insulin until there i- 
just the faintest trace of sugar in one or other of thes: 
specimens. Whether the dose is pushed beyond thi- 
point depends, in the absence of blood-sugar estimation. 
on the intelligence of the patient and the amount o! 
control available. If there is little opportunity fo: 
supervision, or the patient is not very intelligent, i! 
is wiser to be content with this dose. On the othe! 





hand, an intelligent patient can usually increase th 
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dose of insulin unit by unit so as to keep the urine 
entirely sugar-free and make certain that his blood- 
sugar is about the normal level. A feeling of slight 
malaise warns him when he is having rather much, 
and he continues with a dose slightly less than this 
mount. During this time the diet of 
constant. 

When should the insulin be given and how should 
the dose be increased ? Start with 5 units before 
breakfast and increase to 10, 15, or 20 units at the 
-<ame time. If more than 20 units are needed give 
iwo doses a day, one before breakfast and the other 
hefore tea, giving the larger dose before breakfast. 
\ko not increase by more than 5 units at a time. At 
lirst the increase may be made every day, but when 
the sugar is getting small in amount the intervals 
-hould be longer and the increase should be by 
| or 2 units instead of 5. Never give insulin near 
bedtime. If this routine is carefully followed the 
danger of serious hypoglycemia is negligible, although 
t is well for the patient to have a little glucose always 
ivailable. The patient is taught to give himself the 
insulin as well as to test his own urine. He keeps a 
note of the dosage and the urinary findings and reports 
to the doctor from time to time. 

As long as the patient feels well and his urine is 
normal he goes on with the standard diet and the 
requisite amount of insulin. If the diet is inadequate 
it is increased on the lines previously described—viz., 
lirst by increasing the fat so far as this can be done 
without the appearance of acidosis, and secondly 
by increasing the carbohydrate. If the latter is 
necessary there will be a recurrence of glycosuria 
which must be met by a further increase of insulin. 
On the other hand, if the diet proves to be slightly in 
excess of requirements, a rare occurrence, both the 
diet and the dose of insulin are reduced. In the great 
majority of cases, however, the standard diet is about 
right, and, with or without the help of insulin, the 
patient will maintain a normal weight and have 
sufficient energy to carry on his usual life in health 
and comfort. More severe cases where there is marked 
acidosis, denutrition, threatened coma or gangrene, 
should be kept strictly in bed. They should have a 
diet comparatively rich in carbohydrate and poor in 
fat, while insulin is administered from the outset. 
Once the acidosis is overcome the diet is adjusted 
until the standard diet is reached, and the amount of 
insulin necessary to metabolise this diet is ascertained 
as before. 

By following this simple 
most sufferers from diabetes can get adequate treat- 
ment at the hands of their own doctors, and complica- 
tions of the disease, such as coma and gangrene, will 
in great measure be abolished. 

I am, Sir, yours faithfully, 
Swansea, Feb, 25th, 1924. A. CLARKE BEGG. 


is, course, 


scheme of treatment 





HUMANITY OF METHODS OF SLAUGHTER. 
To the Editor of THE LANCET. 

Str.—Apropos of Dr. Leonard Hill’s article in 
vour issue of Dec. 22nd, 1923, and the letter from 
Dr. Duncan Forbes advocating the abolition of the 
pole-axe for the slaughter of oxen, it may be of 
interest to record the experience of Mr. C. E. Hagley, 
superintendent of the Bloemfontein municipal abattoir. 
There the humane-killer has been employed during the 
past 11 years for the slaughtering of 51,723 bovines 
and 11,813 pigs. Throughout this period there has 
heen no accident, the nearest approach to one being 
with the first gun issued, which had the striker 
unprotected. <A restless ox struck the striker with its 
horns, but the bullet penetrated the skull and dropped 
the animal. The humane-killer is handléd only by 
the superintendent and his assistants; native 
-laughter-men are not allowed to use it. During the 
period it has been in use there have been no com- 
plaints concerning insufficient bleeding or the keeping 
quality of the meat of animals killed by this method. 

I am, Sir, yours faithfully, 
W. A. BERRY, 


Feb. 14th, 1924. Medical Officer of Health, Bloemfontein. 





IN THE MATTER OF “DICHOTOMY.” 
To the Editor of Ture LANCET. 


Str,—In compliance with a widely felt desire, a 
meeting of the consultants and specialists of this city 
was held at the Birmingham Medical Institute on 
Monday, Feb. 25th, for the consideration of the subject 
of “dichotomy” or fee-sharing. The meeting was 
very largely attended and letters were received from a 
few who were absent. After full discussion, including 
reference to the numerous cases in which patients ask 
what will be the total cost of treatment in a nursing- 
home or private hospital, the following resolutions 
were passed unanimously : 


1. It is improper for a Consultant to transfer. any portion 
of his consultation- or operation-fee to the Practitioner who 
has called him in. The Consultant who offers or agrees to 
such payment, however innocently, is open to the suspicion 
of paying a “‘ commission ’’ for his own advantage. The 
Practitioner who accepts or asks for it cannot maintain th 
position of a trusted and unbiased adviser as to the need 
for a consultation and the selection of a Consultant. 

2. No Consultant or Specialist shall pay to the General 
Practitioner who is associated with him in a case any part 
of an operation-, consultation-. or so-called “ inclusive ”’ 
fee, unless he informs the patient or his representatives of the 
services for which the payment is made and the amount of 
such payment. 


It was further resolved that a report of the meeting 
should be sent to every consultant and specialist in the 
Birmingham district for his or her signature as evidence 
of agreement, and to all members of the medica! 
profession in the district for their information, 


PRIESTLEY SMITH, 

Chairman of the Meeting. 
LEONARD G. PARSONS,) 
A. W. NUTHALL, 


Birmingham, Feb. 28th, 1924. 


Secretaries. 


LEPROSY: A SELF-HEALING DISEASE. 
To the Editor of THE LANCET. 

Sir,—In the report of the meeting at the Mansion 
House in support of the British Empire Relief 
Association in your issue of Feb. 9th, Sir Leonard 
Rogers is stated to have “ briefly outlined the 
researches which enabled him to establish the 
important principle that by the injection of soluble 
products of the active portions of the old Indian 
remedy for leprosy, chaulmoogra oil, the bacillus of 
the disease could be destroyed within the body, with 
clearing up of all symptoms, as well as of the infec- 
tivity of the disease, and that similar preparations 
derived from cod-liver and other oils were also 
effective in leprosy.’’ And in a leading article sum- 
marising the views of Dr. Ernest Muir it is stated that 
during the first two stages of the disease “ the chief 
object of treatment is to restore the lowered tissue 
resistance.” 

In papers which you have been good enough to 
publish in THE LANCET at various times in the last 
ten years I have endeavoured especially to show that 
an increase of lipase in the blood and tissues is an 
important factor in natural and therapeutic immunisa- 
tion and induced resistance. I hope this aspect may 
not be lost sight of in the present campaign. With 
regard to leprosy, in the Journal of Tropical Medicine 
and Hygiene, 1921, xxiv., 161 (referring to the treat- 
ment by sodium chaulmoograte and sodium morrhuate 
in leprosy and tuberculosis introduced by Sir Leonard 
Rogers), I pointed out that these salts increased the 
action of lipase in vitro in the same way as sodium 
oleate; that in view of the ascertained action of 
sodium oleate in vivo, ‘‘ it would seem reasonable to 
infer a direct stimulating action primarily of tissue 
lipolysis in explanation of the therapeutic effect of 
sodium morrhuate, and at any rate, part explanation 
of the effect of sodium gynocardate (chaulmoograte).”’ 
I went on to say, ‘the idea or principle under- 
lying treatment is the production of the lipolytic 
ferment in the tissues which in tuberculosis acts on 





518 THe Lancet,] 


OBITUARY. 


[Marcu 8, 1924 








the fats and lipoids of the tubercle bacillus and is 
injurious to it; and presumable also in leprosy on 
the lepra bacillus.’’ The main outcome of my research 
work has been to show that natural and increased 
production of lipase or fat-splitting ferment in the 
blood and tissues is an important factor in the 
protective processes or induced resistance of the 
body. I am, Sir, yours faithfully. 
J. A. SHAW-MACKENZIE, M.D. Lond. 
King’s College, London, Feb. 29th, 1924. 


TREATMENT OF UTERINE FIBROIDS. 
To the Editor of THe LANCET. 

Sir.—The discussion held on Feb. 25th at the 
Medical Society, and reported last week in your 
columns, gives radiologists an opportunity of revising 
their views. Briefly the position is as _ follows. 
Giynecologists either (1) rely largely on X rays in 
selected cases; (2) fear X rays as uncertain in their 
cure ; or (8) dread possible injury to healthy tissues. 

My own view is: (1) That the diagnosis of fibroid 
uterus should be made by a skilled gynecologist, if 
necessary under a general anesthetic. (2) Cases should 
be carefully selected; women nearing the menopause 
with small fibroids, causing hemorrhage, are specially 
suitable. (3) Ovarian cysts and tumours or suppura- 
tive diseases of the ovaries, tubes, or uterus are 
unsuitable for X ray treatment. In selected cases the 
results are all that can be desired. As to technique, 
those who have adopted the Erlangen method of 
deep X ray therapy are inclined to apply it to fibroids. 
An inoperable cancer may justify a desperate remedy, 
which may inflict considerable damage on healthy 
structures, but it is unnecessary to subject patients 
with fibroids to the discomfort and malaise which 
almost invariably follows the Erlangen treatment. 

Radiologists are not justified in damaging healthy 
tissue while curing fibroids, nor need they. With 
Coolidge tubes and modern apparatus, dosage and 
penetration can be measured with great accuracy, and 
the sott rays which injure the skin can be filtered out. 
The exact dose can be repeated at will, and no damage 
need accrue from X ray treatment. 

I am, Sir, yours faithfully, 
Upper Wimpole-street, March 3rd. ALFRED ©. JORDAN. 


AUTO-H-EMO-THERAPY. 
To the Editor of THE LANCET. 

Sir.—Dr. S. G. Billington’s interesting article in 
your last issue on Auto-hewmo-therapy, describing the 
results obtained by the use, in certain infections, of a 
** hemo-vaccine *’ composed of coccoid bodies derived 
from the blood, brings up a question which I believe 
will prove to be of considerable importance. In 
a paper intended for publication I have noted 
the formation of small spheres and granules pro- 
duced by the exposure of washed red cells to the 
rays of the tropical sun, even for only a few minutes. 
These granules, which I take it are of the same nature 
as the coccoid bodies described by Dr. Billington, are 
evidently the products of the disintegration of red 
cells. L have endeavoured to show that such disin- 
tegration products, whether produced by the action 
of the sun, by heat to 56° C., by grinding in a mortar, 
or by bacterial action are toxic, and that some of the 
phenomena of bacterial infection may be attributed to 
this toxin rather than directly to a bacterial toxin. 
Further, that the injection of destroyed red cells has 
a therapeutic value, presumably by setting up an 
immunity to the toxin which is the cause, wholly or 
in part, of the symptoms of the disease.. Though we 
have approached the subject from different angles and 
employ an entirely different technique, I believe that 
Dr. Billington and myself are dealing with the same 
phenomenon—namely, the toxic nature of red cells 
just sufficiently destroyed to allow of their stroma 
being diffused into the circulation. 

I am, Sir, yours faithfully, 

Leicester, March 2nd, 1924. T. C. CLARE. 
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ROBERT GUTHRIE POOLE LANSDOWN, 
M.D., B.S. DuRH. 


THE sudden death of Mr. R. G. P. Lansdown. 
consulting surgeon to the Bristol General Hospital, 
occurred on Feb. 17th in a syncopal attack, at the ag: 
of 60. The news of his death was received with con 
sternation by all who knew him, for he had been ji) 
full work up to the morning of his death. 

Mr. Lansdown was born in September, 1863, i: 
Bristol. His father, Francis Poole Lansdown, wa 
surgeon to the Bristol General Hospital from 1861 t 
1893, and his grandfather, Joseph Goodale Lansdown. 
held the same post from 1832 to 1861, being a membe: 
of the original staff of the hospital. Robert Lansdow), 
was educated at Clifton College and Epsom College. 
passed his preliminary science examination fron 
University College, Bristol, and went on to complet: 
his professional training at Guy’s. In 1889 he passed 
his M.B., B.S. examination at Durham, gained hi 
Conjoint diploma in 1890, and took his M.D. Durh. 
in 1891. After serving as clinical assistant, assistant 
house surgeon, house surgeon, and resident obstetri: 
officer at Guy’s, he joined his father in practice at 
Clifton in 1891. Almost at once he became associated 
with the Bristol General Hospital, an association 
which continued till his death and was the dominant 
factor in his professional life. His first appointment 
to the hospital was that of anzsthetist, which he held 
till 1893, when he was appointed assistant surgeon, 
becoming a full surgeon three years later. In 1918 he 
became dean of the honorary staff, retiring from 
active service in September, 1923, under the age rule 
of the hospital. On his retirement he was elected 
a consulting surgeon to the hospital, and proceeded 
to prove that his office was more than a mere tith 
by attending regularly at the weekly surgical consulta- 
tions with his colleagues. To these years of hospital 
work he gave the most devoted service. He was 
a true friend to everyone connected with the place 
and gave himself to upholding and raising the standard 
of its work in all phases of its activity. In 1902 he 
dropped his general practice and limited himself to 
consulting surgery; but his experience of general 
practice stood him in good stead, and was reflected in 
his relations with the practitioners of the district 
as well as in the very practical character of his surgical 
teaching. In addition to his work as dean of the 
hospital staff, he did good service as lecturer on 
practical surgery for a number of years at the Univer 
sity College (later the University) of Bristol, and 
held many other offices in the University. His 
interest was always in clinical work, and he lost no 
opportunity of imparting the fruits of a wide experi- 
ence to his students as well as his colleagues. He 
was extremely methodical and neat in his ways 
and this was particularly to be observed in his surgical 
technique. No matter how great the demands on his 
time he was always able to give his attentive considera- 
tion to any question put before him. During much 
of his surgical career he gave a great deal of thought 
to the provision of private hospital accommodation. 
\t the time of his death he was chairman of the 
committee of the Chesterfield Place Nursing Home, 
and was largely responsible for recent developments 
destined to enlarge it and convert it into a first-class 
private hospital. Soon after settling in Bristol he 
became Surgeon-Captain to the Gloucestershire Royal 
Artillery Volunteers, and retained this appointment for 
many years. On the outbreak of war in 1914 he was 
mobilised with the Second Southern General Hospital 
as a Major in the Territorial Force, and until its 
demobilisation in 1919 continued to serve as surgeon to 
the Royal Infirmary section of that unit. He occupied 
the presidential chair of the Bath and Bristol branch 
of the British Medical Association, and also of the 
Bristol Medico-Chirurgical Society. For 24 years he 
was honorary surgeon to the Clergy Daughters’ 
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School. As a governor of the Queen Victoria Jubilee 
Convalescent Home he concerned himself much with 
the provision of time and place for recovery after 
operations and serious illness. He was the author 
of many papers on surgical subjects which appeared 
in various professional journals. 

Lansdown was a diligent worker, but he was also 
1 very good holiday-maker. Wherever he went he 
found occasions for his two great hobbies. motoring 
and photography. than 48 hours before his 
death he gave a delightful address to the Bristol 
Medical Club on ** Rambles,” illustrated by a number 
of beautiful lantern-slides taken on his holidays. 
There were many other activities that went to make 
a very full life. One trait in particular, his aptitude 
for acting, gave him much pleasure and made him a 
mainstay of the Bristol Medical 
In his time he was a good swimmer and received the 
bronze medal of the Royal Humane Society for 
aving a child from drowning in a rough sea at 


Less 





| in Symington’s hands. 
Dramatic Society. | 


the | 


imminent risk to his own life in the summer of 1883 | 


near Torquay. 


\ colleague writes of him: ‘* Lansdown was a 


most loyal friend and was always willing to listen to | 


the troubles of other people and give help and advice. | 24 


lle was not easily dismayed by adverse circumstances | 


and was often responsible for rallying a forlorn hope 
and leading it to victory. His cool and steady 
judgment was a great asset to the institutions with 
which he was connected, and his death is a grievous 
blow to the work of his profession in Bristol.” 

A sense of this loss received striking expression 
in the very large attendance of doctors at his funeral 
service on Feb. 20th at St. Paul's, Clifton, where he 
was a sidesman and had attended service only a few 
hours before his death. Mr. Lansdown married, in 1893, 
Miss Alice Anna Griffiths, of Cardigan, who survives 


| senator. and 


him, with a son, who is a medical man, and a daughter. | 


JOHNSON SYMINGTON, M.D. Epry., 
F.R.C.S. ENG. AND EDIN. 


Dr. Johnson Symington, emeritus professor 
anatomy at Queen’s University, Belfast, died 
Feb. 24th in Edinburgh, aged 72. 
was born in 1851 and was educated at 
at Edinburgh University, where he graduated in 
medicine in 1877. Later he was appointed lecturer 
in anatomy at the Minto-street extra-mural 
in Edinburgh, and his a teacher 
gained for him, after some years, the chair of anatomy 
in Queen’s College, now Queen’s University, Belfast. 


on 


schoe | 


success as 


logy. During his period of tenure of the Belfast chair, he 
published his most important work. From 1903 onwards 
his interests were mainly centred upon cranio-cerebral 
topography. In 1903 he described a method devised in 
order to demonstrate the relations of the deeper parts of 
the brain to the surface, and from this period onwards until 
the publication of the work in ‘ Quain’s Anatomy’ and 
elsewhere, he carried out an elaborate series of investigations 
with a wealth of material which must have aroused the envy 
of many less favoured teachers. Under the joint editorship 
of Sir Edward Sharpey Schafer and Prof. Symington, 
Part 1 of Vol. IIT. of * Quain’s Anatomy’ dealing with the 
anatomy of the central nervous system appeared in 1908, 
and in this volume the results of many vears’ fruitful labour 
were incorporated, the macroscopic sections being left entirels 
Part 2 of this volume, dealing with 
the peripheral nervous system and sense organs, was pub 
lished under the same editorship in the following year. In 
1914 the volume on splanchnology appeared under the 
editorship of Symington, assisted by Dr. P. T. Crymble, and 
foe this volume, as in the case of the preceding ones, ar 
immense amount of work was carried out in his department 
The work of so many years’ strenuous research received duc 
recognition by his fellow anatomists. 

Although so actively engaged in his own department, h: 
did not allow this work to monopolise his attention, and so 
we find him as the years went on playing a more and mor 
important part in general university administration. During 
years of active service in Ireland he devoted himselt 
wholeheartedly to the interests of the old Queen’s Colleg: 
and later the Queen’s University of Belfast. As registrar. 
university commissioner he served his colleges 
in a way which will never be forgotten. The University of 
Belfast has good cause for revering the memory of one who 
never spared himself in maintaining and advancing he 
interests. His old pupils in Belfast and Edinburgh will bs 
pleased to learn how highly their old chief appreciated their 
generosity in raising funds to endow a prize bearing his 
name to be awarded for research by junior anatomists on 
anatomical subjects. He was delighted to learn that the 
Anatomical Society had made their first award of this priz 
about a year ago. May his fine example of devoted servic: 
inspire young anatomists to follow in his footsteps.” 


Prof. Symington was a widower, and to his daughte 


we offer sincere sympathy in her bereavement. 


of 
Prof. Symington | 
Taunton and | 


| Temple. 


there | 


HENRY WALTER VERDON, F.R.C.S. Ena. 

Dr. Verdon, who died on Feb. 25th at Streatham 
Hill in the seventy-fourth year of life, was a man of 
all-round culture and a barrister-at-law of the Middle 
He qualified M.R.C.S. from St. Thomas’s 
Hospital in 1873, continuing his studies at Paris and 
Brussels, and taking the Fellowship in 1876. After 
holding resident appointments, both at St. Thomas’s 


|} and Westminster Hospitals, he settled down in genera! 


Prof. Symington held many various administrative and | 


educational offices. 
University of Ireland, of which he was an ex-Fellow, 
and in 1903 he was appointed President of the Section 
of Anthropology at the British Association Meeting in 
Southport. For three years, from 1904 to 1906, he 
was President of the Anatomical Society of Great 
Britain and Ireland. The honorary degree of LL.D. 
was conferred upon him by Queen’s University, 
Belfast, and in 1903 he became a Fellow of the Royal 
Society. 

We have received the following appreciation of Prof. 
Symington from his colleague, Prof. T. H. Milroy. 
M.D. : 

‘Practically from the beginning of his undergraduate 
career until the close of an active professional life, Johnson 


He was examiner in the Royal | jj. specialty. A 


| angina pectoris came from his pen, the 


| anginous habit. 
upon 


practice in the south of London, diseases of the heart 
gradually becoming his chief interest, and_ finally 
series of books and pamphlets on 
last ot which, 
appearing in 1920, laid stress on the hyper-irritability 
of the central nervous system as the of the 
In this work he was able to draw 
a large storehouse of facts and observations 
coming under his own experience. Dr. Verdon was 


basis 


| a fine example of the utilisation of a general practice 
| for intensive study of a special problem. 


Symington devoted himself to the subject of anatomy, and | 


the keen zest, natural to the young worker, never showed 
any sign of abatement with the passage of the years. From 
the very outset he recognised that teaching and investigation 
must go hand in hand, and, although both at Minto House, 
Edinburgh, and in Belfast his fame as a teacher might in 
some respects have satisfied him, he never allowed his love 


of teaching to encroach upon his activities as an investigator. | 


At all times the outlet for his energetic personality was 
research, and thus British anatomy owes him a deep debt 
of gratitude for valuable contributions in many departments 
of topographical anatomy. While lecturer in anatomy in 
Minto House, Edinburgh, he published a number of papers 
in the Journal of Anatomy, dealing with applied anatomy, 
the structure of the central nervous system, and splanchno- 


WILLIAM ARTHUR BOND, 


M.R.C.P. Lonpb. 


WE regret to record the death of Dr. W. A. Bond, 
who only retired in 1921 from the chief health officer- 
ship of Holborn. His death occurred at Torquay 
on Feb, 20th as the result of pneumonia following 
on influenza. Dr. Bond was educated at King 
Edward VI. School, Norwich, and St. John’s College, 
Cambridge, where he was a scholar and graduated as 
fourteenth wrangler. He went on to St. Thomas's 
Hospital, holding there the position of house physician, 
and later house appointments at Queen Charlotte's 
and the South-Western Fever Hospitals. For a 
while he studied in Paris, after which he took the 
M.R.C.P. Lond. His earliest public health work was 
done as medical ofticer to the St. Olave and Holborn 


M.D. Camp., 
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District Boards of Works, when he gained experience 
of the hygienic problems of meat storage and trans- 
port, which then needed much attention. When 
Holborn amalgamated with St. Giles, Dr. Bond became 
full-time medical officer of health for the combined 
Metropolitan Borough of Holborn, an appointment 
which engrossed all the busiest years of an active life. 
Gradually his recommendations resulted in a thorough 
overhauling of meat inspection, and in a series 
of prosecutions which initiated reform. Outside his 
official life he was active in his profession, being 
hon. secretary to the Royal Institute of Public 
Health and one of the earliest supporters of the 
Society of Medical Officers of Health, which for several 
vears actually met at his office. His work was careful 
and systematic, and his writings, both official and 
quasi-popular, were lucid and finished. Although 
he did nothing to bring himself prominently into the 
public eye, the public health service will remember 
Dr. Bond with honour and gratitude. 


EFFINGHAM CARROLL MacDOWEL, M.D. Dvus., 
F.R.C.P. IREL. 


Dr. E. C. MacDowel, surgeon to the Sligo County 
Infirmary, died on Feb. 23rd, after a protracted 
illness, at the age of 73. Born in 1851, he was the eldest 
on of the late Dr. Benjamin MacDowel, professor of 
anatomy and chirurgery in Trinity College, Dublin. 
He was educated at Trinity College, where he graduated 
3achelor of Arts, had a distinguished student career 
both in arts and in medicine, and later went to Oxford 
University as Radcliffe Medical Scholar. Having 
«btained his A.B. he took the M.D. Dub. in 1875. 
While still a young man he was elected surgeon to the 
Sligo County Infirmary and he continued to perform 
ithe duties of that post for some 46 years until a few 
months ago. He was also visiting physician to the 
Sligo and Leitrim District Lunatic Asylum. In 
1883 he became a Fellow of the Royal College of 
Physicians of Ireland, a qualification which was excep- 
tional among country practitioners in Ireland. 
In the year 1907-08 he was president of the Irish 
Medical Association, which in that year held its 
annual meeting in Sligo. Dr. MacDowell was one of 
the leading practitioners in the west of Ireland and for 
many years he enjoyed a large consulting practice. 
ile was a man of much culture, a sound diagnostician, 
possessed of considerable operative skill, and he took 
much pains to keep abreast of the advances in medical 
and surgical knowledge. His health had suffered 
since he lost his eldest son in the war. His next 
surviving son, Dr. F. L. H. MacDowel, is a surgeon in 
the Navy. 


THE LATE Dr. T. Dospson.—The death oceurred 
recently of Thomas Dobson, M.D. St. And., of Windermere. 
in his eighty-third year. Born in 1840 he studied at 
Charing Cross Hospital, and in 1862 he qualified M.R.C.S. 
and obtained the M.D. St. Andrews. In the same year he 
went to Windermere as assistant in a practice which he 
took over a few years later. As a practitioner he enjoyed 
success and respect in the district, and to his professional 
qualities was added a charm of manner which endeared him 
to his patients. He retired in 1888, and then had 
continued in many useful public activities. 


since 





WORTHING Hosprra. 
this hospital was determined on at the annual meeting of the 
governors held on Feb. 29th, the idea being to increase the 


An important extension of 


number of beds from 46 to 100. It was not thought possible 
to proceed with the scheme as a whole at once. but the 
present men’s and women’s wards will be enlarged first, 
with the object of securing the recognition of the hospital 
as a training centre for nurses. In 1920 the excess of 
expenditure over income was £1035. In 1921 this figure 
dropped to £453, and in 1922 to £135, but in 1923, notwith- 
tanding the fact that the total expenditure was £734 in 
excess of the expenditure in the previous year. there was 

balance in hand of £662. This was due largely to the 
result of the household box scheme, the amount 
from this source during the year amounting to 
and since its inauguration to the sum of £1820, 


received 
£1538, 





Medical Netus. 


UNIVERSITY OF OxFoRD. — Rolleston Memovi, 
Prize, 1924.—This prize, which is now of the value of abo) 
£100, is awarded every two years, under the conditior 
stated below, for ociginal research in any subject compris. 
in the following list: Animal and Vegetable Morpholog 
Physiology and Pathology: and Anthropology. N 
candidate will be eligible (1) who has not either passed t} 
examinations for the B.A. degree or the B.M. degre 
Oxford, or for the B.A. degree or the M.B. degree at Ca 
bridge, or been admitted as a candidate for the degre 
B.Sc. at Oxford or as an advanced student for the degre 
B.A. at Cambridge ; (2) who has exceeded a period of 
years from attaining one or other of these qualifications. 
from his attaining the first of such qualifications if h: 
attained more than one: (3) who has exceeded ten yer 
from his matriculation. The next award will be mad: 
Trinity Term, 1924. Candidates wishing to compete n 
forward their memoirs to the Registrar of the Univer 
of Oxford before March Sist, 1924. The memoirs may 
printed, typewritten, or m manuscript ; should be inser! 

** Rolleston Memorial Essay ’’: and should bear the na) 
and address of the author. Memoirs already published a 
admitted to the competition. No account will be taken 

any research which has not been prosecuted by the candidat 
subsequent to his matriculation. 

Christopher Welch Scholarship in Biology, 1924.—-\ 
examination for this scholarship will be held at the Universit 
Museum in July, 1924. Candidates must be undergraduat 
members of the University who have not exceeded 1! 
twelfth term from their matriculation. They may offer a: 
one of the subjects Botany, Animal Physiology, Zoology) 
and they must give notice of the subject selected by them | 
the Registrar of the University not later than March | 
1924. They must further enter their names in person or | 
letter at the University Registry not later than Tuesda 
April Ist, and must at the same time produce or send to t! 
Registrar of the University evidence of their capacity | 
original observation and research. A candidate may alsosubn 
to the exammers ary original work previously done by hii 

UNIVERSITY OF LONDON. —A_ meeting of tli 
Senate was held on Feb. 27th, the Vice-Chancellor, Mr. LH. .! 
Waring, being in the chair. Mr. Richard Lake has bx 
appointed as the first holder of the Geoffrey E. Duv: 
Lectureship in Otology, as from Jan. Ist, 1924. Mr. F. J 
Steward was appointed to represent the University on t! 
Council of the Fellowship of Medicine.—In connexion with 
scheme which the Senate have under consideration, t! 
Vice-Chancellor announced that the Chancellor (the Ear! « 
Rosebery) had handed to the Principal Officer a cheque | 
£5000 in contribution towards the sum needed for th 
acquisition of an athletic ground for the use of the student! 
of the University. A resolution was adopted conveying t! 
warmest thanks of the Senate to the Chancellor for his gi!t 

THE annual conference of the British Hospital: 
Association is to be held in Lordon on Thursday and Frida 
June 19th and 20th. 

FELLOWSHIP OF MEDICINE AND Post-GRADUATI 
MEDICAL ASSOCIATION.—The second half of the intensiy 
course at the Royal Northern Hospital will begin on Monda 
March 10th, and continue throughout the week. Apart 
from the demonstrations and lectures by members of t] 
Royal Northern staff, the course will include a demonstratico 
on Wedresday morning, March 12th, at the North-Easte1 
Fever Hospital, and on Thursday afternoon, March 13th, a! 
the Central London Ophthalmic Hospital. A special cours: 
in Gynecology at the Chelsea Hospital for Women began 
Monday last, and will continue till the end of the month. 
Entry may be made at any time for the remainder of th 
course, which consists of clinical demonstrations in th 
wards and out-patient department, followed by lectures « 
operations in the theatre. At the Royal Free Hospital o1 
Wednesdays, at 5.30 p.M., Dr. C. B. Heald is giving a seri: 
of lecture-demonstrations on recent advances in medica 
electrical treatment. Beginning on March Sth, at 11 A.M. 
and on successive Tuesdays and Saturdays, Dr. Port: 
Phillips and Dr. Thomas Beaton are giving a 
clinical lectures on the Diagnosis and Symptomatology « 
Mental Diseases, the Psychoneuroses, and the Medico-lega 
Aspect of Insanity. At the Royal Waterloo Hospital fo 
Children and Women there will be given a three week- 
course on diseases of children from March 17th to April 5th 
The course will occupy each afternoon with lectur 
demonstrations, ward work, and out-patient cliniqué 
Full particulars regarding any of the above courses, wit! 


series 


; copies of each syllabus, will be forwarded on application 


to the Secretary to the Fellowship of Medicine, 1, Wimpol 
street, W. 1. 
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Foop Epucation Socretry.—Dr. Harry Campbell 


and Sir Harry Baldwin have been respectively elected 
chairman and vice-chairman of this society. 
ENCEPHALITIS LETHARGICA IN MANCHESTER.—In 


the week ending March Ist 13 cases were reported, and in 
the previous week 16 cases with 2 deaths. The first 
n the present outbreak was notified on Jan. 2nd ; 
Feb. 2ad, 3 cases : on Feb. 9th, 9; on Feb. 16th, 13; 
Feb. 23rd, 16 cases were notified. 
have numbered 5 out of 42 cases. 


case 

on 
and on 
This year the deaths 


ACADEMIE DES SCIENCES ET LETTRES DE MOonrT- 
PELLIER.—Two Alphonse Jaumes prizes will be awarded in 
1925, one for an essay on a subject of general therapeutic 
nterest, and one for an essay on a medico-legal theme. 
Each prize will be of the value of 2000 franes. Essays, 
written or printed, should be in French, and should be 
deposited before Dec. 31st at the Secretariat of the Académie. 
Further particulars can be obtained from Mr. F. 
Sbis, rue de la Merci, Montpellier. 


Foot-aANb-MoutH Disease COMMITTEE.—A com- 
mittee has been appointed by the Ministry of Agriculture 
‘to initiate, direct, and conduct investigations into foot- 
and-mouth disease, either in this country or elsewhere, with 
the view of discovering means whereby the invasion of the 
disease may be rendered less harmful to agriculture.’”’ The 
personnel of the Committee is as follows: Sir Charles 
Sherrington, P.R.S. (chairman), Dr. J. A. Arkwright, Prof. 
W. Bulloch, F.R.S., Prof. J. B. Buxtor, Captain S. R. 
Douglas, F.R.S., Mr. S. H. Caiger, Sir John McFadyean, 
Prof. C. J. Martin, F.R.S., Prof. Robert Muir, F.R.S., Sin 
Stewart Stockman, Mr. H. G. Richardson, and Mr. W. G. 
Wragg (secretaries). 


Carrieu, 


CHADWICK PuBLic LecturEs.—A lecture, illus- 
trated by lantern slides, on the Small-pox and Vaccination 
Question To-Day, will be given by Dr. C. Killick Millard in 
the Council Chamber, Old County Hall, Spring Gardens, 
Charing Cross, London, W.C., on March 10th, at 5.15 P.M. 
Sir Arthur Newsholme will preside.—A lecture, illustrated 
by diagrams, on the Sanitary Inspector in the Machinery 
of the Public Health Service will be given by Mr. John T. 
Quinton, in the same place, on March 28th, at 8 P.M., 
Sir William Collins presiding. Admission is free to both 
lectures. 

INSURANCE FuNDS AND VOLUNTARY HOsPITALS.— 
At the annual meeting of the Manchester Children’s Hospital 
the chairman, Lord Colwyn, called attention to the fact that 
one-half of the patients who came to these hospitals were 
insured under the Insurarce Acts. Actuarial examination 
showed that the funds accumulated under these Acts 
show a surplus of £17,000,000, but the hospitals got nothing 
from the funds. It he said, £5,000,000 a year to 
deal in the hospitals with these insured persons, and that 
sum voluntary subscribers from among the generous public 
have to pay. and he expressed the view that hospitals 
have a fair and justifiable claim on this fund. But for the 
special grants of £5000 from the proceeds of the Lord 
Mayor’s Fund, and £1500 from the Voluntary Hospitals 
Commission, and for the fact that the subscriptions were 
£900 more than last year, there would have been a heavy 
deficit on the year’s working. 


costs, 


LARGE SCALE PRODUCTION OF INSULIN BY THE 
** ACETONE-PICRATE PROcEssS.’’—The Finance Committee of 
the Middlesex Hospital Medical School, at their meeting on 
Feb. 26th, report that so satisfactory has the new process 
recorded in THE LANCET (Feb. 16th, 1924, p. 330) by Dr. E.C. 
Dodds and Dr. F. Dickens turned out that large amounts of 
insulin can be prepared at a much reduced cost. Their 
process has been found to be eminently suited to the produc- 
tion of insulin on a large scale. It is to be understood that 
the insulin prepared in the Biochemical Department is only 
for experimental purposes and for the supply to cases of 
diabetes under treatment in the hospital, but, on going into 
the matter of the Finance Committee find that the 
costs of preparation have been so reduced by the employ- 
ment of the water process that they have been able greatly 
to reduce the price of insulin to the hospital. It 
easy to determine what the ultimate cost might be after 
further experience of the method, but 1t was decided to 
recommend an immediate reduction to something undet 
2s. per 100 clinical units. This price was arrived at after 
allowing for alt overhead charges. cost of materials, salaries, 
and a margin of profit, which could be used for the purposes 
f continuing experiments with a view to the further 
mprovement of technique and a still greater reduction in 
This price to be taken as the first instalment of 
results to be expected from the new method, and it is 


costs, 


was not 


eost. 


the 


Is 


confidently anticipated that a further substantial reduction | he has had to perform the duties of President for « 
in the 


price will be possible. 








LISTER MEMORIAL FuND.—ASir Charles Sherrington, 
P.R.S., will unveil a monument to Lord Lister in Portland 


place, London, W., on March 13th, at 11.30 a.m. Lord 
Hambleden will speak on behalf of the subscribers. 

JOINT COUNCIL OF THE ORDER OF ST. JOHN AND 
BritTisH RED Cross Soctety.—-Dr. F. N. Kay Menzies has 


been appointed to succeed the late Sir Napier Burnett as 
Director of the Council’s Department of Hospital and 
Medical Services, and will take up his duties on April Ist. 


LEGION OF Honour.—The following appointments 
or promotions have just been made by the French Minister 
of Hygiene to the higher ranks of the Légion d’Honneur : 

Grand Officier. 

Commandeur. 

Officiers.—MM. 
& Paris: Coussol, 
Hugenschmidt, 
dit Lévy-Bieg, 
médecine. 


M. Tuffier, chirurgien honoraire des bOpitaus 
M. de Martel de Janville, chirurgien de Pari- 
Arrou, chirurgien honoraire 

chef de bureau au ministére 
docteur en médecine, a Paris: 
docteur en médecine; Ménard, 


des hdpitauy i 
de Vhygién 
Henri Lévy 
docteur en 
OXFORD OPHTHALMOLOGI( 
congress will assemble at 


AL CONGRESS. 
Keble College on the 


- This 


evening ofl 
Wednesday, July 2nd, and the meeting will be held on 
July 3rd, 4th, and Sth. On the morning of July 3rd a 


discussion on the General Principles of the Treatment of 
Convergent Concomitant Strabismus, with exclusion of th: 
description of details of operations, will be opened by Dr. 
E. Landolt, of Paris, and Dr. Ernest Thomson, of Glasgow. 


The official dinner of the congress will take place on the 
evening of July 3rd. The Doyne memorial lecture will b: 
delivered on the morning of Friday, July 4th. by Dr. 
T. Harrison Butler, the subject being Microscopy of the 


Living Eye, with especial reference to the Gullstrand Slit 
lamp. Members intending to take part in the discussion o1 
to contribute either papers or demonstrations are asked to 
notify the hon. secretary at their early convenience. 
ROYAL SANITARY INSTITUTE.—A sessional meeting 
will be held Friday, March 14th, in the Town Hall. 
Brighton, when discussions will take place on (1) the Schick 
Test and Immunisation against Diphtheria, to be opened by 


on 


Dr. Duncan Forbes; (2) lIonisation in the Treatment of 
Ear Discharge, to be opened by Dr. Rutherford Cramb ; 
(3) the Drainage of Brighton, to be opeied by Mr. Harry 
Tillstone. The chair will be taken at 7.30 P.M. by Dr. 
Louis C. Parkes. The following will take part in the 
discussions: Drs. J. Cates, C. M. Fegen, A. Greenwood. 
*. C. Linton, H. BP. Newsholme. On March 15th visits 
will be paid to the school clinic, school buildings and 


abattoir, and the pavilion, and to a farm to see the produc- 
tion of certified milk. 


R0YAL COLLEGE OF SURGEONS IRELAND: 
CHARTER Day DINNER.—This dinner was held in th 
College Hall last Saturday evening, March Ist, the President, 
Sir W. I. de C. Wheeler, in the chair. H.E. the Governor 
General was the principal guest, and there were also present 


IN 


Lord Shaw of Dunfermline, the Lord Chief Justice of 
Ireland, the Recorder of Dublin, the Master of the Rolls, 
the Provost of Trinity College, the Vice-President of th« 
Royal College of Physicians of Ireland, and Mr. James 
Sherren, surgeon to the London Hospital. The President, 
In proposing the “ Prosperity of Ireland,”’ referred to the 


progress of the country in the last year or two from disorder 
to order, and from instability to security. He said that 
he had been asked if it would be possible to accommodate in 
Dublin some 500 American surgeons, who were coming to 
study Irish methods of surgery. The progress of science 
was an essential condition to the prosperity of the country. 
The Governor-General, in his reply, took the opportunity of 
defending the medical service of the National Army against 
certain wanton charges of neglect or cruelty that had been 
brought against them. Into some of the more explicit of 
these charges he had personally inquired, and he had found 
that they were baseless. Sir F. Conway 
the ** Learned Professions,’ and referred 
public services, in their several capacities 
of the Provost of Trinity College, and of Mr. Sherren. 
Lord Shaw, in his reply, expressed his friendly feelings 
towards Lreland, and his admiration for the recently framed 
Irish Constitution. Mr. Sherren entertained the audience 
with reminiscences of his carly acquaintance with Lreland, 
when he followed the profession of sailor. The Provost otf 
Trinity College, the Lord Chief Justice, the Vice-President 


Dwyer 
to the 
. of Lord 


proposed 
notable 
Shaw, 


of the College of Surgeons, and the Vice-President of the 
College of Physicians also spoke. At the end of the proceed- 
ings, the Governor-General, in proposing the toast of th: 
** President,”’ presented him. on behalf of the members 
of the Council of the College, with a handsome piece of plate. 
Sir William Wheeler’s term of office comes to an end in 
June next. Owing to the regretted illness of his predecessor 

hose Ol 


four years. 
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MepIcaL Society or LoNDoN.—The annual dinner | Private Secretary to the Minister, urged the introduction 
will be held at the Grand Hotel, Trafalgar-square, London, | of a human note into the administration of the Poor-law. 


W.C., on Wednesday, March 12th, at 7.30 P.M. 

MENTAL AFTER-CARE ASSOCIATION.—The annual 
meeting of this association will be held on March 11th at 
the Mercer’s Hall, Ironmonger-lane, London, E.C., when 
Sir Charles C. Wakefield will preside. 

SOCIETY FOR THE STUDY 


OF INEBRIETY.—The 


annual meeting of this society will be held in the rooms of | 


the Medical Society of London, 11, Chandos-street, Cavendish- 
square, London, W., on Tuesday, April Sth, 1924, at 4 P.M., 
when Dr. Bedford Pierce will open a discussion on Mental 
States in Alcoholism. 


THE ANGLO-RuUssIAN MEDICAL COMMITTEE.—A 
committee has been formed under this title, which is also 
described as a ‘* Public Health Contact Committee,” its 
object being to obtain mutual information on medical and 
sanitary work and organisation in England and Russia. | 
The scope of the committee has not yet been defined, but 
will be settled at the first meeting of the committee, which | 
will take place immediately. Dr. L. Haden Guest, M.P., 
is acting as honorary secretary. One of the first questions 
for consideration will be the possibility of fighting epidemics 
on international grounds, the practical outcome of which | 
would be the giving of assistance to Russia in the anti- | 
malarial campaign. 





Parliamentary Intelligence. 


HOUSE OF 
THURSDAY, FEB. 25TH. 
Lord Mutr-MACKENZIE, on behalf of the Government, 


introduced a Bill to consolidate the existing Health Insurance 
Acts. 


LORDS. 


TUESDAY, MARCH 4TH. 


National Health Insurance. 


The Government’s Bill to consolidate the existing National 
Health Insurance Acts was read a second time. 


HOUSE OF COMMONS. 
TUESDAY, FEB. 26TH. 
Small-pos in British and Indian Armies. 

Mr. WHITELEY asked the Secretary of State for War how 
many cases of, and deaths from, small-pox occurred in the 
various commands of the British and Indian armies during 
the years 1921 and 1922.—-Mr. STEPHEN WALSH replied : 
The following are the statistics asked for : 


British 


irmy. 


1921. 

Command, 
Deaths. 
India i "or 3% 7 
Iraq = = 1 
Turkey . ‘ . Nil 
All other commands .. 


Total 11 





Army. 
Northern 
Southern 
Eastern 
Western 


No figures 
available. 


Total 


| ordinary disciplinary officer ; 


Report of Far Eastern Commission on Venereal Disease. 

Viscountess AsToR asked the Secretary of State for the 
Colonies whether he would consider the advisability of | 
submitting to Parliament the report of the Far Eastern | 
Commission of the National Council for Combating Venereal 
Diseases, including the Commission reports on Hong Kong 
Singapore, and Colombo.—Mr. J. H. THoMAs replied : | 
The document in question is not an official report, and its 
publication is a matter for the National Council for Com- 
bating Venereal Diseases. I regret that I should not feel 
justified in directing its publication at the expense of the 
State, but I have no doubt that the Council will readily 
afford facilities to any honourable Members who may wish 
to peruse the report. 

Poor-law Administration. 

During the debate on the action of Mr. Wheatley, the 
Minister of Health, in rescinding the Poplar Order made by 
Sir A. Mond in 1921, Dr. HADEN Guest, Parliamentary 


| men 


‘or 


here was, he said, every reason for taking children out 
of the control of the Poor-law and putting them under the 
control of the education authority. There was every 
reason for taking the administration of the Poor-law— 
infirmaries, parish medical services, and so on, and especially 
the large children’s hospitals—out of the control of th: 
Poor-law altogether and using them, with other medical 
services in the country, to form the basis of a really great 
public health and medical service. That. he added, could 
be done. 

WEDNESDAY, FEB. 277TH. 
Small-pox Cases from 1911 to 1920, 

Lieut.-Colonel FREMANTLE asked the Minister of Health 
the number of cases of small-pox notified on an average for 
the years 1911 to 1920 and, respectively, in each of the last 
three years and this year up to date; and the proportion 
of infant or primary vaccinations to births in each corre 
sponding period, this year excepted.—Mr. GREENWooD 
(Parliamentary Secretary to the Ministry of Health) replied : 
The average number of cases of small-pox notified during th 
years 1911 to 1920 (civilians only) was 146-3 per year. Ths 
numbers of cases notified since 1920 have been as follows : 
Ip the year 1921, 315; 1922, 973; 1923, 2486; 1924 (up 
to Feb. 9th), 478. The figures for 1923 and 1924 ar 
provisional. The proportion of children born during th: 
years 1911 to 1920 who were vaccinated was 45-0 per cent. 
For 1921 the proportion was 38-3 per cent. 


The tigures for 
1922 and 1923 are not vet available. 


London School of Hygiene. 

Lieut.-Colonel FREMANTLE asked the Minister of Health 
when the charter of incorporation of the London School of 
Hygiene, founded through the munificence of the Rock« 
feller Trustees, would be sealed and  published.—Mr. 
WHEATLEY replied : I hope that the charter of incorporation 
will be granted in the course of the next few weeks. 

Compulsory Vaccination. 

Mr. BLAcK asked the Minister of Health whether, in view 
of the fact that in Leicester during 17 years up to the end 
of 1922 there was not a single death from small-pox, whilst 
the vaccination rate fell during the same period from 18-3 per 
cent. to 3-4 per cent., and that for the whole of England and 
Wales during the same period the total number of deaths 
had been 255, with a falling vaccination rate of from 73 pet 
cent. to 38:3 per cent., he would bring in a measure to 
repeal the 1907 Vaccination Act, abolish all compulsion, 
and leave the question of vaccination to the discretion of the 
individual citizen.—Mr. WHEATLEY replied : I am consider- 
ing the present position in regard to vaccination, but I am 
unable to give any promise to introduce legislation on this 
subject. 

Removal of Advanced Tuberculosis Cases. 

Mr. SOMERVILLE HASTINGS asked the Minister of Health 
whether he could give the number of persons suffering from 
advanced tuberculosis of the lungs who were living in the 
same overcrowded homes with, and infecting, their relations ; 
and whether he intended to bring forward legislation for the 
compulsory removal, if need be, of such persons.-—Mr. 
WHEATLEY replied : I regret that the information asked for 
in the first part of the question is not available, as regards 
the second part, this matter will be considered in connexion 
with any proposals for the amendment of the Public Health 
Acts. 

THURSDAY, FEB. 28TH. 
Mental Cases in Prisons. 

Mr. STRANGER asked the Under Secretary of State for the 
Home Department whether he was aware that there were 
prisons many inmates mentally and medically unfit 
confined in observation cells, but in charge only of the 
and whether, in future, he 
would to those men placed in charge of a 


arrange have 


| medical prison orderly instead of a disciplinary officer. 


Mr. Ruys DAVIES replied : The number of hospital officers 
at present available does not admit of this being done in 
every case, but the Prison Commissioners are making the 


best arrangements possible within the resources at their 


; | disposal and those resources are being steadily improved. 


Hostels for Ex-Service Mental Patients. 

Sir Eviis HUuME-WILLIAMs asked the Minister of Health 
(1) whether the hostels recently started for the reception of 
ex-Service mental patients were entirely distinct and apart 
from lunatic asylums; whether the hostels were provided 
with recreation grounds and games; and what medical 
staff was employed at each. (2) How many hostels, other 
than asylums, for the reception of ex-Service mental patients 
had been started, where they were situated, and how many 
were now under treatment.—Mr. F. O. ROBERTS 
replied : Under the existing law I have no power to establish 


control institutions for the treatment of pensioners 
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certified to be insane, except under powers vested in some 
existing licensee or local authority. As previously announced 
to the House, the Government has made special arrangements 
for a selected number of certified cases of a hopeful type 
likely to make progress under special treatment. Accom- 
modation for 150 such cases is provided at the old manor, 
Salisbury, and for a further 300 at Kirkburton, a detached 
block at Storthes Hall Asylum, near Huddersfield. At the 
former institution there are two medical officers and in the 
latter three, in addition to the medical superintendent of the 





main asylum. In both institutions ample facilities are 
provided for recreation and games, and at the latter there 
is a welfare oflicer, whose special dut v it is to look after the 
general welfare of the patients, apart from the purely 
medical treatment. As regards those mental cases which 
are not certifiable under the Lunacy Law, it has always | 
been the policy of my department to provide special treat- 
ment and accommodation with a view to their complete 
recovery. To that end, the Ministry have given special 
training to a number of medical officers and established 
throughout the country neurological hospitals and _ clinics 
where skilled treatment on the most approved modern lines | 
is provided. These efforts have, I am glad to say, met with 
conspicuous success, for imstance, as is shown by returns 

for a recent quarter, the percentage of those patients dis- 
charged recovered or improved is about 70, while in one 
hospital devoted to the most serious cases, out of 134 patients 
treated during the year, 68 were discharged recovered, while 
of the remainder a number had shown considerable improve- 
ment. At all these hospitals fuli provision is made for the 
recreation, amusement, and occupation of these patients 
under a welfare officer. These hospitals, numbering 19, are 
situate at Edenhall, Edinburgh; Shotley Bridge, Gates- 
head : Oulton Hall, Leeds ; Mossley Hill, Lanes ; Maghull, 
near Liverpool; Harrowby Camp, near Grantham ; Aston 
Court, Bristol; Bath; Fernbank, near Roehampton : | 
Ewell, Surrey; Orpington, Surrey; Richmond, Surrey ; 
Sidcup, Kent ; Leopardstown, Co. Dublin: Saltash, near 
Plymouth ; Romford, Essex ; Craigavon, Belfast ; Latch- 
mere, Surrey ; Rotherfield Court, Henley-on-Thames. The 
approximate number of beds is 3024. The number of men 
under treatment on Jan. 3lst was 2772. The total number | 
of medical officers dealing with the treatment of these cases | 
is 67. 

Medical Appointments in Prisons, 

Sir MurpocH MACDONALD asked the Under Secretary of 
State for the Home Department, in view of the opinion of 
Lord Justice Atkin’s Committee on insanity and crime, and | 
of the accompanying memorandum of the Council of the 
British Medical Association, whether the similar recom- 
mendations made by the Departmental Committee on Prisons 
in April, 1895, to the effect that candidates for medical 
appointments in prisons should be required to show that 
they had given special attention to lunacy, had ever been 
carried out; and would he furnish a return showing the 
experience in the treatment of insanity before appointments 
in prisons and criminal asylums.—Mr. RHys DAVIEs replied : 
When candidates are selected for the appointment of medical 
officers preference is always given to those who have had 
some experience of lunacy. Of the 24 whole-time medical 
officers now serving, 13 had asylum experience, and five had 
attended students’ courses at asylums. As regards posts | 
for part-time medical officers, these are filled by practitior ers 
in the locality and preference is given, wherever possible, 
to those who have had special experience of lunacy. 
medical superintendent of Broadmoor Asylum and _ his 
deputy had had asylum experience before their appointment. 


Blind Pensioners. 


Mr. GILBERT asked the Minister of Pensions the number of 
blind pensioners pensioned by his department ; what was 
the average pension received by such pensioner ; whether, 
if such pensioner was the inhabitant of a home or hospital 
for the blind, any deduction was made from the pension ; 
and, if what amount.—Mr. F. O. ROBERTS replied : 
There are 1550 totally blinded officers and men all of whom 
are receiving pension from my department at the maximum 
rate. The amount paid in such varies according to rank and 
family, an unmarried private receiving pension at the rate 
of 408s. a week. Allowances for wives and children of married 
men are additional. These pensioners are cared for by 
St. Dunstans (or in Scotland by Newington House), and 
when they are in either of these institutions they receive 
allowances at the maximum rate of pension without any 
deduction. 


80, 


Medical Examination of Air Force 


Lieut.-Colonel RupKIN asked the 
State for Air if he was aware that candidates for the Air 
Force, after they had successfully passed the necessary 
examinations, were reviewed by the medical authorities, 
and in some cases rejected ; and, in view of the hardship 


Candidates. 


Under Secretary of 


| apprenticeships as well as to cadets, I 


| the 


| tions of Mr. Justice Lush in the recent case of Harnett 7 


| the administration of the Lunacy 


j responsible persons, 


The | 


|} us department 








created and the time and money wasted, would he take steps 
to ensure that the medical examination should be held prior 
to the written or oral examination.—-Mr. LEACH replied : 
The answer to the first part of the question is in the affirma- 
tive. The possibility of holding the medical exammation 
prior to the examination conducted by the Civil Service 
Commissioners was carefully considered recently, and the 
conclusion arrived at was that the disadvantages outweighed 
the advantages. I may add that this opinion was shared 
by the headmasters who were consulted by the departments 
Parents and guardians are strongly recommended in the 
regulations to have their sons or wards examined by a medical 
practitioner or by a Royal Air Force preliminary medical 
board previous to their becoming candidates for commissions 
in the Royal Air Force, and full details of the medical 
standards are published in the regulations. If my hon. and 
gallant friend’s question candidates for aircraft- 


may add that the 
same reasons for holding the educational examination first 


refers to 


| are applicable to their case. 


TUESDAY, MARCH 4TH, 


Harnett v. Bond. 

Mr. COSTELLO asked the Prime Minister whether, in view 
of the evidence given before Mr. Justice Lush and the verdict 
of the jury and the observations of the learned judge in 
case in which a Mr. Harnett was awarded damages 
amounting to £25,000 against two medical men for causing 
his confinement as a lunatic, he would without delay appoint 
a Royal Commission to inquire into the present 
laws and their administration, and the conditions 
which persons alleged to be insane could under existing 
regulations be deprived of their personal liberty and contined 
in asylums or otherwise placed under detention.—Mr. 
COMYNS-CARR asked the Prime Minister whether his atten- 
tion had been called to the verdict of the jury and observa- 
° Bond 
and Adam in the King’s Bench Division; and whether a 
Royal Commission would be appointed forthwith to inquire 
into the best means of preventing the state of affairs which 
appeared to prevail with regard to the law and administra- 
tion relating to lunacy.—Mr. TURNER-SAMUELS asked the 
Prime Minister whether his attention had been called to 
the of Harnett v. Bond and another in which on 
Wednesday a jury found that the defendant’s doctors were 
guilty of wrongly detaining the plaintiff as an inmate of 
various asylums from Dec. lith, 1912, to Oet. 15th, 1921, 
a period of nine years, that the evidence showed that the 
plaintiff was not of unsound mind on Dec. 14th, 1912. and 
that during the whole time from then he was fit to be at 
large; and whether he would immediately have a Roval 
Commission or other form of inquiry set up to inquire into 


lunacy 
under 


case 


Acts in this particular, 
and especially in regard to the sufficiency of the steps that 
were taken by the Commissioners in and other 
and the means that were available to 
an inmate to prevent persons from being detained in lunatic 
asylums when they ought not to be so detained.—Mr. 
RAMSAY MACDONALD replied : The proceedings in this cas¢ 
closed as lately as Friday last. and the shorthand notes 
have only just been received. The Government have not 
yet had time to give proper consideration to the difficult 
and complex issues raised, but prima facie it would appear 
that there is a case for full inquiry, and the Government 
are fully prepared to consider the setting up of an appropriate 
body to undertake such an inquiry. I may add that | 
understand the question of an appeal is under consideration. 
Dr. SPERO asked the Under Secretary of State for the 
Home Department whether, having regard to the verdict 
of Harnett v. Bond and others, and to the damages awarded, 
proposed to accept any responsibility 
the matter.—Mr. GREENWOOD replied: I have 
asked to reply, and would refer the hon. Member 
answers given by the Prime Minister on this subject. 
On the motion for the adjournment of the House, Mr. 
TURNER-SAMUELS called attention to what he termed the 
maladministration of the lunacy laws, which, he said, was 
creating a very definite and scandalous menace to personal 
liberty. The facts that had recently been revealed in the 
case of Harnett v. Bond proved conclusively that in many 


Lunacy 


in 
been 


to the 


| cases people who were sane were being immured within the 
walls of an asylum without having any right to be there at 


all. There were, of course, urgent and dangerous cases which 
called for immediate action, but full safeguards should be 
taken to prevent improper detention. He had personally 
gone carefully into all the facts connected with certification 
discharge, and medical inspection, and he had ample evidence 
that in every head and department of the administration of 
the lunacy laws, not only was there neglect but there was 
also danger to personal liberty. He urged the Government 
to set up immediately a Royal Commission to look into the 


bad conditions prevailing in the administration of the lunacy 
laws. 
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Mr. GREENWOOD (Parliamentary Secretary to the Ministry 
of Health) said that the Prime Minister had given a most 
sympathetic answer to a question that afternoon, and having 
regard to the fact that an appeal had been lodged, the 
matter was sub judice. He understood that the appeal 
might be heard at an early date, after which the Prime 
Minister would consider the advisability of having the 
inquiry started at once. 


Phthisis. 

Mr. GAVAN-DvuFFy asked the Secretary for Mines if he 
would state what were the terms of reference he had made 
to the health advisory committee respecting the death of 
an iron-ore miner named Wilkinson from miners’ phthisis ; 
when the members of the health advisory committee were 
likely to receive the reference which he had made to them ; 
and was he aware that it was now nearly 12 months since 
any meeting of the health and safety committee of the 
metalliferous mining industry had been held.—Mr. SHINWELL 
replied : The facts reported by my hon. friend about the 
death of Wilkinson were brought before my health advisory 
committee at their meeting last week, and are being con- 
sidered by them as part of their general inquiry into dangers 
from dust. There was no formal reference. I am aware 
that the Health and Safety Subcommittee of the Metalli- 
ferous Advisory Committee has not met for some time ; 
but this has not prevented health questions affecting the 
industry being dealt with by my health advisory committee, 
of which the chairman of the subcommittee in question is 
a member. 


Miners’ 


Miners’ Welfare. 

Mr. Barry asked the Secretary for Mines the total amount 
paid into the welfare scheme and the total amount paid out 
for approved schemes; and how many of the approved schemes 
included pit-head baths.—Mr. SHINWELL replied : The total 
amount paid into the Miners’ Welfare Fund, together with 
interest on investments, amounted at Feb. 29th, 1924, to 
£2.608,180 Os. 6d. The total amounts actually paid out at 
that date for approved schemes were £837,779 10s. 6d. from 
district funds and £60,372 12s. 2d. from the general fund, but 
the total amounts allocated to such schemes were about 
£1,570,500 and £86,000 respectively. The number of 
approved schemes which include pit-head baths is eight. 


Mothers of Weak Intellect. 

Mr. G. OLIVER asked the Minister of Health whether, in 
order to ascertain the magnitude of the question of children 
born in our Poor-law institutions of mothers of weak intellect, 
he would issue instructions for the necessary information 
to be collected.——-Mr. WHEATLEY replied: IL will consider 
my hon. friend’s suggestion. 


The Lister Ward. 

Mr. J. Brown asked the Secretary for Scotland whether, 
in view of the great interest and value of the Lister ward 
in the Royal Infirmary of Glasgow, and the strong pleas for 
its preservation received from all over the world, he would 
consider the advisability of taking immediate means to 
ensure that demolition would not be begun until an inquiry 
could be made.—Mr. ADAMSON replied : I have no authority 
to intervene in this matter. 








KENT AND CANTERBURY HospitaL.—The sup- 
porters of this hospital have adopted a scheme for collecting 
subscriptions, known as the Propaganda Committee’s 
Hospital Box Scheme. The third annual meeting of this 
committee was recently held at Canterbury. The number 
of honorary representatives, officials, and stewards is 
over 800, and the subscribers number over 12,000. In 
order to eliminate the competition of those towns and 
villages which have to support local hospitals, it is proposed 
to bring all these institutions under the scheme, and to give 
patients the choice of hospital, all patients to be paid for by 
the fund. In order to effect this object representative 
committees will be appointed in every town and district, 
controlled by a representative central committee. The 
annual report states that the total receipts for 1923, including 
the special ambulance fund, were £6833. On account of 
box subscriptions they had paid to the hospital £5500, 
while £258 had been paid direct on account of entertainments, 
&c. The working expenses totalled £312. On the Ambu- 
lance-Garage Fund the total receipts were £885, the cost of 
the ambulance being £679. The income of the hospital 
for 1923 was £13,348 and the expenditure £13,289, leaving 
a credit balance of £59. The number of in-patients admitted 
during the year was 1483, against 1290 in 1922, and out- 
patient attendances were 21,918, against 19,905; 736 
in-patients were admitted on box subscription certificates, 
their total cost being £5547. The total cost per head 
amounted to £7 10s. 9d. for in-patients and 1s. 8d. for out- 
patients. 


Appointments. 


DUNSCOMBE, N. D., M.B., B.Ch., D.P.H.Camb., L.M.S.S.A., 
has been appointed Assistant School Medical Officer, 
Somerset County Council (Bath area). 

GILLILAND, H., M.B., Ch.B. Edin., Medical Officer, 

Workhouse. 

Thomas’s Hospital: Hoprr-Stmpson, J. W., M.B., B.Ch. 

Camb., YATES, H., M.R.C.S., L.R.C.P. Lond., CREED, R. 8., 

M.B., B.Ch. Oxf., BERRIDGE, W. C. M., M.R.C.S., L.R.C.P. 

Lond., JEFFERY, A. L. P., M.B., B.S. Lond., WALForD, 

A. S. H., M.B., B.Ch. Camb., WEBB-PEPLOE, M. H., M.B., 

B.Ch. Camb., METCALFE, G. A., M.B., B.Ch. Camb., Casualty 

Ofticers and Resident Anesthetists; Dyson, A. D., M.R.C.S., 

L.R.C.P. Lond., MURRELL, E. B., M.R.C.S., L.R.C.P. 

Lond., Cooper, G. K., M.B., B.Ch. Camb., PALMER, H. M., 

M.R.C.S., L.R.C.P. Lond., Resident House Physicians 

Srory, A. G., M.B., B.Ch. Camb., Resident House Physician 

(for Children); LauTRE, M. A., M.R.C.S., L.R.C.P. Lond., 

Lupton, C. A., M.R.C.S., L.R.C.P. Lond., Brices, T. E., 

M.R.C.S., L.R.C.P. Lond., Wituiams, L. G., M.R.C.S. 

L.8.C.P. Lond., Resident House Surgeons: ALLAN, F. G.. 

M.R.C.S., L.R.C.P. Lond., Resident Orthopedic Hous: 

Surgeon ; PEARCE, T. V., M.B., B.S. Lond., JoNEs, B. H., 

M.R.C.S., L.R.C.P. Lond., Resident House Surgeons for Ear 

and Throat respectively ; ALLEN, H. 8., M.R.C.S., L.R.C.P. 

Lond., Senior Obstetric House Physician; CROCKFORD. 

A. L., M.B., B.Ch. Camb., Junior Obstetric House Physician 

PENMAN, G. G., M.R.C.S, L.R.C.P. Lond., Senior Ophthalmi« 

House Surgeon ; BATTSON, A. A., M.R.C.S., L.R.C.P. Lond.. 

Junior Ophthalmic House Surgeon: CAVENAGH, J. B., 

M.B B.Ch. Oxf., NEmLson, D. F. A., F.R.C.S. Eng., 

DoYLE, A. F., M.R.C.S., L.R.C.P. Lond., BARRon, H. T.. 
M.D. Lond., Facry, R. V., M.R.C.S., L.R.C.P. Lond., 
DoGGarRT, J. H., M.R.C.S., L.R.C.P. Lond., MARRINER, 
H. L., F.R.C.S. Edin., JARratr, W. O. C., M.R.C.S., L.R.C.P. 
Lond., TURNEY, H. F., M.B., B.Ch. Oxf., COOKE, A. M.. 
M.B., B.Ch. Oxf., WALKER, E. G. L., M.R.C.S., L.R.C.P. 
Lond., WEAVER-ADAMs, E. R., M.R.C.S., L.R.C.P. Lond., 
HALLIWELL, C. C., M.R.C.S., L.R.C.P. Lond., MITcHESON, 
G. F. L., M.B., B.Ch. Oxf., Fintn, E. K. A., M.R.C.S., 
L.R.C.P. Lond., DUNN, W. H., M.R.C.S., L.R.C.P. Lond., 
Tuorr, K. W., M.R.C.S., L.R.C.P. Lond., STARKEY, R. S., 
M.R.C.S., L.R.C.P. Lond., STEVENS, A. L. B., M.B., B.Ch. 
Oxf., DuNN, W. H., M.R.C.S., L.R-C.P. Lond., RICKMAN, 
J., M.B., B.Ch. Camb., Clinical Assistants. 

Certifying Surgeons under the Factory and Workshop Acts: 
Lewis, G. M., L.R.C.P. Lond., M.R.C.S. (Peasenhall) : 
HockeN, D. F., M.B., B.S. Durh. (St. Blazey); KENNEDY. 
F. H., M.B., B.S. Durh. (Pershore); ELam, J. E. (Barnet) : 
ApaMm, J. C., M.B., Ch.B. Edin. (Forres). 


Staines 


St. 





Parcancies. 


For further information refer to the advertisement columns, 


Albert Dock Hospital, Connaught-road, Greenwich, E.—H.S8. 

Barbados General Hospital.—Jun. Res. 8. £250. 

Bath Ear, Nose and Throat Hospital, Marlborough Buildings.— 
Hon. Pathologist. 

Bootle Borough Hospital.—Jun. Res. M.O. 

Bradford Children’s Hospital.—H.S. £125. 

Central London Throat, Nose and Ear Hospital, Gray’s Inn-road, 
W.C.—Res. H.S. £75. 

Charing Cross Hospital, W.C.—-Asst. Obstet. P. 

Colchester, Esser County Hospital.—Asst. H.S. and Reg. 

Colindale Hospital, Hendon, N.W.—.Jun. Asst. M.O. £500. 

County of London.—Coronership of the Southern District. 
£1041 68. 

County of London Mental Hospitals.—Seventh Asst. M.O.’s. 
£440 


£150. 


£125. 


£150. 


Doncaster Royal Infirmary and Dispensary.—Jun. H.S. £150, 

Dorset Mental Hospital, near Dorchester.—Third Asst. M.O. 
£350. 

East London Hospital for Children and Dispensary for Women, 
Shadwell, E.—Morning Cas. O. £120, 

Evelina Hospital for Children, Southwark, S.E.—H.S. and H.P. 
Each £160. 

Exeter, Royal Devon and Ereter Hospital.—H.P. £150. 

Federated Malay States, Central Mental Hospital.—Asst. Med. 
Supt. £616. 

Greenwich, Dreadnought Hospital.—H.S8. and H.P. 

Halifax Royal Infirmary.—tThird H.S. 

Kensington Dispensary and Children’s 
street, W.—R.M.O. £150. 

Liverpool, City Seamen’s Dispensary.—Asst. Ven. Dis. M.O, £700. 

London Lock Hospital, 91 Dean street, W.—H.S. £200. 

Maidstone, Kent County Ophthalmic Hospital.—Res. Surg. O. 
£750. 

Manchester, Ancoats Hospital.—R.M.O. £175. 

National Hospital for the Paralysed and Epileptic, Queen-square. 
W.C.—Asst. P. 

Newcastle-upon-Tyne, 
and 3.” Eac 


Each £150. 
£150. 
Hospital, 49, Church- 


Royal Victoria Infirmary.—Res. H.P.’s 
1.8.’s. £50 
Northampton General Hospital.—H.S. £150. 
Queen’s Hospital for Children, Hackney-road, Bethnal Green, LE. — 
Pathologist. £300. Also Asst. 8. 
Redhill, Surrey, Royal Earlswood Institution.—Jun. Asst. M.O. 
£250. 


Rotherham Hospital.—Jun. H.S. £150. 
Royal College of Veterinary Surgeons, 10, Red Lion-square.— 





Two Examiners. 
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Royal Ear Hospital, Dean-street, Soho, W, 
Royal Free Hospital, Gray’s Inn-road, W.C.- 
Royal Northern Hospital, Holloway, N.—M.O. 


Hon. Anvwsthetist. 
H.S, 
to Out-Patients. 


£150. 

Royal National Orthopadic Hospital, 234, Gt. Portland-street. W.- 
H.S. | £150. 

St. Peter’s Hospital for Stone, dc., 
Garden, W.C.-—-H.S. £75. 

Salford Royal Hospital.—Res. M.O. 
Cas. H.S. Each £125. 

Sheffield Royal Hospital.— Res. Surg. O. 

Warrington, Lancashire County 
Asst. M.O. £440. 

West Ham Union.—District M.O. £700. Also Res. A.M.O. 

West London Hospital, Hammersmith-rvoad, W.— One 
Two H.S.’s. Each £100. 

The Chief Inspector cf Factories, Home Office, London, S.W., 
announces @ Vacant appointment at Ayr. 


Henrietta-street, Covent 


£175. Three H.S.’s and 
£200, 


Mental Hospital, Winwick. 


£350. 
H.P. and 


Births, Marriages, and Beaths. 


BIRTHS. 
LAPAGE, On March 2nd, at Forest Row, Sussex, the wife of 
_ FF. Claud Lapage, M.R.C.S., L.R.C.P.. of a daughter. 
WEBB-JOHNSON.—On Feb. 27th, at ** Cricklewood,’’ East Sheen, 
the wife of Dr. Cecil Webb-Johnson, ot a daughter. 


DEATHS. 
BICKERSTETH.—On Feb. 29th, at 
Alexander Bickersteth, F.RLC.S., 
Hawkshead, aged 61 years. 
CLARK.—On Feb. 26th, at Greenbank, Street, Somerset, Ann 
: Elizabeth Clark, M.D., in her 80th year. 
FITZGERALD.—On March Ist, after a long illness, at his residence, 
ue Co. Tipperary, Ireland, Joseph FitzGerald, 
. 


JAMIESON.—On Feb. 27th, at Cromwell-road, 
Hill Jamieson, M.B.E., M.D., M.R.C.P. Edin., aged 50. 
Remp.—On Feb. 27th, at Okement, Okehampton, Inspector- 

General Walter Reid, M.D., R.N. (retired), aged 83 years, 
N.B.— A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 


Bournemouth, 
of Borwick 


Robert 
Lodge, 


S.W., Thomas 








Medical Biarp. 


_ Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MEETINGS OF SECTIONS. 
: Monday, March 10th. 
WAR: at 5 PM 
Paper: 
Flight-Lieutenant H. L. Burton. 
Responses in Relation to 
reference to an apparatus 
Lieutenant G. H. Reid, D.F.C., 1 
Flying Reaction Times). 
Demonstration : 
Flight-Lientenant G. H. Reid, D.F.C., R.A.F. : 
for Determining Flying Reaction Times. 
To be followed by a discussion. 


a R.A.F, : Psychomotor 
Fiying (with particular 
invented by  Flight- 
t.A.F., for Determining 


Apparatus 


Tuesday, March 1 ith. 
LHERAPEUTICS AND PHARMACOLOGY : 
Paper: 

Prof. W. Storm of 
Asthina, with of 
Climate. 

To be followed by a discussion in which Mr. Frank Coke 
and others will take part. 

PSYCHIATRY: At 8.30 p.m. 
Paper: 

Dr. Sullivan : 
to Crime, 


At 4.30 Pom. 


van Leeuwen 
special 


(Leyden): <A 


theory 
reference to the 


Influence 


The Relation of Aleoholism to Insanity and 


Wednesday, March 12th. 
SPECIAL DISCUSSION: At 5 P.M. 

On the Possible Substitutes for Cocaine. William 
Hale-White (President of the Society) in the chair. 
Opener: Dr. H. H. Dale. Prof. W. E. Dixon, Prof. 
C. 3S. Gibson, Mr. T. B. Layton, Sir Maurice Craig, 
Mr. Foster Moore, Mr. E. Watson-Williams, and others 
will also speak. 


Thursday, March 13th. 
NEUROLOGY: At 8 P.M. (At the National Hospital for the 
Paralysed and Epileptic, Queen-square, W.C.) 
Clinical Meeting. 


“ir 


Friday, March 14th. 
CLINICAL: P.M. (Cases at 5 P.M.) 
Cases: 


pe. BP. iP. 


at 5.30 


Fast: Diabetes Insipidus with Unusual 


Dr. D. Firth: Congenital Absence of Sternal Portion of 
Pectoralis Major. 
Short Papers : 
Dr. T. Stacey Wilson: (1) Three Cases where Nervous 
Symptoms were due to the Dilatation of the Deep 
Thigh Veins; (2) Temporary Loss of Memory, similar 
to thatin Double Personality, due to Colon Disturbance. 
OPHTHALMOLOGY: At 5 P.M. (At the National Hospital, 
Queen-square, W.C.) 
Clinical Meeting. 
Members of the Section have been kindly invited to tea at 
4.30 P.M. by the Committee of the Hospital. 


MEDICAL SOCIETY 
Cavendish-square, W. 
MonpDAY, March 10th.— 8.30 P.M., Discussion on the Disturb- 
ances of the Nervous System in Hyperpiesia. To be 

by Dr. Batty Shaw, followed by Sir 
tolleston, Prof. Ernest Starling, Prof. W. 
Z Walshe, Dr. 


OF LONDON, 11, Chandos-street 


introduced 
Humphry 
Russell, Dr. James Collier, Dr. F. M. R. 
Geoffrey Evans, and others, 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF PHYSICIANS, Pall Mall Fast, 8.W. 
TUESDAY, March 11th.—5 p.m., Lieut.-Colonel Glen List: 
C.L.E.: The Plague. (First Milroy Lecture.) 
THURSDAY.—-Second Milroy Lecture. 
FELLOWSHIP OF MEDICINE AND 
MEDICAL ASSOCIATION. 
MONDAY, March 10th, to Saturday, March 15th.—BrETHIFM 
RoyAL HosprraL. Course in Psychological Medicire : 
Sat., 11 a.m., Dr. Porter Phillips and Dr. 
Beaton: Psychoneuroses.—CHELSEA Hos- 
PITAL FOR WOMEN. Daily: Operations, &c.: Mon., 
5 pM... Mr. Rivett: Extra-uterine Gestation; Tucs., 
2 p.m., Mr. Bonney: Wed., 2 p.m., Mr. Dodd: Ovarian 
Cysts: Thurs., 9.30 4.m., Mr. Provis: Gonorrhoa 
in Women: Fri.. 2 p.mM., Mr. Comyns Berkeley 
Carcinoma of the Uterus: Sat., 11 a.mM., Mr. Goodwin : 
Pathological Demonstration.—THE ROYAL FREE Hos 
PITAL. Wed., 5.30 P.mM., Dr. Heald: The Medicinal 
Uses of Ultra-violet Light.—RoyaL NORTHERN 
HoOsPITAL, in conjunction with the CENTRAL LONDON 
OPHTHALMIC HOSPITAL, NORTH-EASTERN FEVER Hos 
PITAL, and ROYAL CHEST HospiraL. Special Intensive 
Course (second week). Further particulars can le 
obtained from the office 1, Wimpole-street, W. 1. 
NATIONAL HOSPITAL FOR THE PARALYSED 
EPILEPTIC, Queen-square, Bloomsbury, W.C. 1. 
POST-GRADUATE COURSE: FEeBRUARY—MARCH, 1924. 
CLINICAL LECTURES AND DEMONSTRATIONS, 
MonpDaAy, March 10th.—2 p.M., Out-patient Clinie: Dr. 
Hinds Howell. 3.30 p.M., Clinical Types of Paraplegia : 
Dr. Aldren Turner. : 
TUESDAY, March 11th.—2 p.M., Out-patient Clinic: Ir. 
Grainger Stewart. 3.30 p.M., Cerebral Vascular Disease : 
Dr. Adie. 
THURSDAY, March 13th.—?2 P.M., 
Kinnier Wilson. 3.30 P.mM.. The Neuroses: 
Howell. 
FRIpAY, March lith.—2 
Gordon Holmes. >. 
James Collier. 
COURSE OF LECTURES AND DEMONSTRATIONS ON THE PATHOLOGY 
OF THE NERVOUS SYSTEM. 
MONDAY, March 10th. Disseminated 
Dr. J. G. Greenfield, 
The fee for the Course, including Pathology, 
those who hold Perpetual Tickets the fee 
LECTURES ON THE ANATOMY AND PHYSIOLOGY 
THE NERVOUS SYSTEM. 
WEDNESDAY, March 12th.—-12 
Association Systems. 
THURSDAY, March 13th.—12 noon, Sympathetic 
System: Dr. Kinnier Wilson. 
The fee for this Course will be £2 2s. 
COURSE OF LECTURES AND DEMONSTRATIONS ON THE NEUROLOGY 
OF THE EYES, 
WEDNESDAY, March 12th.—3.30 p.m., Ocular Palsies and 
Disturbances of Ocular Movement : Mr. Leslie Paton. 
The fee for this Course alone is £5 5s. If taken in conjunction 
with the general Post-Graduate Course the fee is £3 3s, 
All applications should be sent to the Secretary, 
Medical School. 
Armour and Mr. Sargent operate at 
Tuesday and Friday mornings at 9 
other times as may be announced. 
part of the Course may be taken separately. Special 
arrangements will be made for those unable to take the 
whole Course. Fees should be paid to the Secretary 
of the Hospital at the office on entering for the Course, 
J. G. GREENFIELD, Dean of Medical School, 


*. THOMAS’S HOSPITAL, Albert Embankment, 8.E, 

(In the Governors’ Hall.) 

THURSDAY, March 13th.—5 p.m., Dr. J. 

(Last Lecture.) 
HOSPITAL FOR SICK CHILDREN, Great Ormond-st., W.C. 
THURSDAY, March 13th.—4 p.m., Dr. Still: Abdominal 
Distension. 

CANCER HOSPITAL, Kensington, S.W. 

WEDNESDAY, March 12th.—4.30 p.m., Mr. C. 


POST-GRADUATE 


Tues. and 
‘Lhomas 


AND 


Dr. 


Out-patient Clinic: 
Hinds 


Dr. 


P.M... Out-patient Clinic: Dr. 
30 pM., Neurosyphilis: Jr. 


12 noon, Sclerosis : 
is £5 5a. For 
is £3 3s. 

COURSE ol 


noon. Cerebral Cortex : 


Nerveus 


Mr. the 


A.M., 


Hospital on 
or at such 


Any 


ST 


4. Murray: Cancer. 


kK. Shattock : 





Features. 


Carcinoma of the Colon, 
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WEST LONDON —_ POST-GRADUATE 
London Hospital, Hammersmith, W. 
MonbAy, March 10th.—10 aA.M., Surgical Registrar: 
Surgical Pathology. 12 noon, Mr. Sinclair: Surgical 
Diseases of the Abdomen. 2 pPp.M., Mr. Bishop 
Harman: Eye Dept. 
TUESDAY.—12 noon, Dr. Burrell: 
Mr. Banks-Davis: Throat, 
2.30 P.M., Mr. ‘lyrrell Gray : 
WEDNESDAY. 
Children, 
logy. 2 


COLLEGE, West 


Chest Cases. 2 
Nose and Ear 
Surgical Wards. 
—10 a.M., Dr. Saunders : 
12.15 pM., Dr. 
P.M., Dr. Pernet : 

THURSDAY.—10 A.M., Dr. Grainger Stewart : 
Dept. 12 noon, Mr. Simmonds: 
Fractures. 2 P.M., Dr. Seott 
Out-patients. 

Fripay.—10.30 a.m., Dr. Pritchard: 
iZ noon, Mr. Endean: Venereal 
Mr. Sinclair: Surgical Out-patients. 

SATURDAYS.—9.30 a.m., Dr. Burnford : 
10 a.m., Dr. Saunders: Medical Diseases of Children. 
10 a.M.. Mr. Banks-Davis: Operations on Throat, 
Nose and Ear. 

Daily, 10 a.m. to 6 P.M. Saturdays, 10 
In-patients, Out-patients, Operations, 
ments, 

NORTH-EAST LONDON POST-GRADI 
(Prince of Wales’s General Hospital.) 

(At 4.30 P.M.) 

th—Dr. A. J. 


P.M., 
Dept. 


Burnford : Medical Patho 
Skin Dept. 

Neurological 
Demonstration of 
Pinchin: Medica! 


Medical 


Diseases. 2 


A.M. to 1 
Special 


P.M. 
ATE 


Monpay., March 
Arrhythmia. 
TUESDAY.—4 P.M., Mr. J. 
WEDNESDAY.—Dr. J. 
Emphysema, 
‘TLHURSDAY.—Mr. H. W. Carson : 
Cancer of the Stomach. 
Fripay —Dr, C. E, Sundell: 
JOHN'S HOSPITAL, 49, 
TUESDAY, March 11th.—4 e.M., Dr. Gray : 
THURSDAY.—5 PM. Dr. Fox 
Cntaneous Syphilis. 
UNIVERSITY OF LIVERPOOL POST-GRADI 
IURES. i At 3.30 P.M.) 
MoNpDAY, March 10th.—( At the Children’s Hospital.) Mr. 
Morrison: The Diagnosis of Chronie Appendicitis i 
Children. 
TUESDAY.—(At 
Crawford : 
WEDNESDAY, 
Pyvelitis. 
RSDAY.—(At the Stanley Hospital.) 
Demonstration of Radiographs. 
FrRIDAY.—(At the Royal Infirmary. 
Surgical Cases. 
VICTORIA UNIVERSITY 
SCHOOL, 
FRIDAY, March 14th.— 5.30 p.m., Prof. J. C. Brash 
Growth of the Jaws and Palate. 
MANCHESTER ROYAL INFIRMARY POST-GRADUATE 
LECTURES. 
TUESDAY, March 11th.—4.15 P.m., Dr. G. R. 
Significance of Changes of Blood Pressure. 
MANCHESTER BABIES’ HOSPITAL POST-GRADI 
LECTURES. 
FRIDAY, March 14th.—5.3 
in Infants’ Wards. 
SALFORD ROYAL HOSPITAL 
THURSDAY, March 13th.—4.30 p.m., Dr. C. E. Jenkins : 
Bacteriology of Joint Infeetions. 
UNIVERSITY OF SHEFFIELD POST-GRADUATE LEC- 
TURES, (At 3.30 P.M.) 
FRIDAY, Mareh 14th. (At the Royal Hospital.) 
Townrow: Demonstrations of Oral Cases. 
ROYAL INSTITUTE OF PUBLIC HEALTH, 37, 
square, WLC, 
WEDNESDAY, March 12th.—4 p.m., Dr. G. B. Dixon: 
Aspects of the Tuberculosis Problem in an Industrial 
City. 


Whiting : 


Howell Evans: 
Browning 


Hydroce le. 
Alexander: Pulmonary 
The Early Diagnosis of 
Bottle Feeding. 
Leicester-square, W.C. 

The Tuberentlicde 
Chesterfield  Leetur 


ATE Lk¢ 


the Southern 
Surgical Cases. 
(At the Northern Hospital.) Mr. Rawlinson : 


Hospital.) Mr. 


Douglas 


Tut Ir Orar 


Mr. Kennon: 


OF MANCHESTER MEDICAL 


The 


Murray : 
ATI 
Opn., Dr. 


Nesta Wells: Infeetion 


LECTU REs. 
The 
Mr. 


Russell- 


Soe 








THE LANCET: SUBSCRIPTION RATES. 
(One Year ae — «a 2 
INLAND~ Six Months 93 ap oa 
''Three Months 0 
(One Year 
ABROAD~ Six Months 
Three Months 


0 
a] 
6 
0 
0 
6 


10 


1 
0 


12 
Subscriptions not paid in advance are charged out at the 
published price of 1s. per copy, plus postage. Cheques and 
P.O.’s (crossed ‘‘ Westminster Bank, Ltd., Covent Garden 
Branch’) should be made payable to THE 
THE LANCET Offices, 423, Strand, London, W.C. 2. 
SMALL ADVERTISEMENT RATES. 

Books and Publications - 
Official and General Announcements  .. 
Trade and Miscellaneous Advertisements } 
Every additional line 1s. 6d. 


* | Four Lines 
and under 6s. Od. 


For complete scale of advertisement charges apply to the 


Manager. 
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| look after physical ills called to their attention by 
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| psychopathic hospital idea came more scientific 
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Notes, Comments, and Abstracts. 


WHERE DOES MENTAL HYGIENE 
AN AMERICAN VIEW. 


L. VERNON BriceGs, M.D. RicuMonp, Va., 
DIRECTOR OF 


BEGIN ? * 


By 


THE MASSACHUSETTS SOCIETY 
MENTAL HYGIENE, 


FOR 


ONLY two decades ago we were all working for the bett: 
housing of the mentally ill and for humane care of ther 
both inside and outside institutions. We then felt that th 


ee | was all that we could ask for them, and its accomplishment 
Bacterial Therapy. | 


was a great step forward. 


Conditions in many institutions 
overcrowded as they 


were—savoured more of the priso 
The meagre staffs were only able t 
wal 
nurses or by patients themselves. The majority of patient 
only saw the physician as he passed hurriedly through th 
wards in which they spent their days and nights. In som: 
of the hospitals no occupation was known other than th 
polishing of floors and ward, and kitchen work which had 
no therapeutic value. Exercise in the open consisted of 

walk around the grounds under the direction of attendants 
the patients being strung out in files. The staffs did littl 
if any, scientific work, in most of the hospitals, and few 
hospitals had a laboratory. Operations which had to bi 
performed by visiting surgeons necessitated bringing th: 
patient into one of the ward rooms or doctors’ offices, wher 
tin pails and vegetable pans were used for sterilising th: 
instruments over ordinary This state of affair 
persisted as late as 1912. 

Outside the institutions the mentally ill received littl 
consideration. Taken from their homes, from boardiny 
places, or from the street when they showed signs of menta 
aberration, they were thrust into police stations or city gaol 
and there kept, often for days, before being transferred to 
a hospital and treated as sick individuals. This condition 
also obtained in Massachusetts until 1912. So the first ste] 
for a generation towards the really humane care of th: 
mentally ill, which was then the height of our ambition, 
was only reached a decade ago. 

Psyc hopathi« Hospital Idea. 
psychopathic hospital idea in this country started a 
early 1906 with the Psychopathic Hospital at th 
University of Michigan. Prior to this an observatior 
ward was established in 1890 in the Philadelphia Hospital 
and about the same time Dr. Adolph Meyer developed 
an observation department in his hospital at Kankakee, 
Ill. In 1896 the Psychiatric Institute on Ward’s Island. 
N.Y., was established, and under Dr. Meyer psychiatric 
wards were opened in connexion with the Institute 
in 1902. Bellevue Hospital and Kings County Hospital! 
in New York also had wards for psychiatric cases. 
Following the establishment of the Psychopathic Hospital! 
at the University of Michigan in 1906, there was 
established in 1912 a psychopathic hospital in Boston, 
at first a department of the Boston State Hospital 
but since made an independent unit. The following 
vear, 1913, the Phipps Psychiatric Clinic was started at 
Baltimore under Dr. Meyer, in connexion with the Johns 
Hopkins Hospital Medical School and Hospital. With the 
care and 
treatment within the institutions, although little progress 
was made outside of institutions or in the community. 
Pathological laboratories were established in many of our 
State hospitals and in our general hospitals scientific studies 
re made of mental disease ; but there was no centre of 
research or direction until the psychopathic 
hospital idea was established, when another very important 


stoves. 


The 


as 


' objective was reached. 


Social Service. 

With the establishment of the psychopathic hospital idea 
came social service. In Massachusetts, following the lead 
of Richard Cabot with his social service as a part of the 
Massachusetts General Hospital out-patient department. 
Boston Dispensary established a similar service, and 
there the first social service workers were trained in mental 
clinics. Comparative statistics for three months without, 
for three months with, social workers in the mental 
clinie of the Boston Dispensary showed that that service 


| prevented the commitment of many early cases by following 
| up early mental treatment, as directed by physicians, and 
| obtaming results beyond the routine treatment of clinical 


service, and by improving social conditions, thus preventing 


° Read at a Conference 


Conn., S.A 


of Social Work, held at Stamford, 
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other members of the same family or of the locality from 
similar breakdowns. 
the return to the hospitals for the insane of many discharged 
eases. Social case work, follow-up work, research work, 
educational work were the functions outlined by Miss 
Hannah Curtis for the social service. So important 
this work become that there now a Training 
for Social Workers at Smith College in 
institution of which the success is established. 
ments are two summers of study at Northampton and nine 
months of practice in some social agency or hospital social 
service under the school’s supervision—a total of 
13 months. 
of social work 
psychiatric cases. 


Is 


course 


case and comunity in 


service, especially 
Out-patient Clinies. 

With the beginning of the better care of the mentally ill two 
decades ago, there was established an out-patient clinic at 
the Boston Dispensary for mental cases. There was also a 
neurological clinic ; the staffs of these clinics referred cases 
to each other, but worked separately. It was my privilege 
to be elected head of the mental out-patient clinie at the 
dispensary soon after it was established in 1899, which 
position I held until 1912, when I became a member of the 
State Board of Insanity. 

Social workers trained in the mental department at the 
Boston Dispensary proved a valuable aid to the physicians 
and a blessing to the patients; it revealed the patient’s 


environment, which was often the cause of his breakdown ; | 


social agencies soon learned to refer to the mental clinic 
many cases which heretofore they had not been able to help. 
With the opening of the Psychopathic Hospital in Boston 
and the establishment of its out-patient clinic a good deal 


of the work done at the dispensary was transferred there, | 


which greatly broadened the 
Hospital soon took from the courts 
agencies outside of the city. Thus what 
mental hygiene began in Massachusetts two decades ago ; 
out-patient departments for mental cases increased so fast 
that within a little over ten years there 40) | 


field, for the Psychopathic 


and from 


cases also 


were nearly 


functioning in the State of Massachusetts, and this number | 


has been maintained to the present time. 
Education in Mental Huyqie ne, 
The spread of the psychopathic hospital idea 
influence on the community soon began to be 
community was becoming educated 


and its 
felt. The 
hygiene. 


in mental 


Its influence in court procedure was first made manifest in 
the establishment of Dr. W. Healy’s work in the courts of 
Chicago in1909 with delinquent and psychopathic individuals 


especially children. This influence has spread to 
courts throughout our country, from Boston to 
where to-day one may obtain a liberal education in mental 
hygiene. With the establishment of the industrial accident 
boards, mental hygiene became a factor in industry 
large firms and corporations employ nurses and doctors to 
instruct their employees in mental to 


many 


hygiene and also 


detect the first symptoms of nervous and mental breakdown, | 


correct them, or direct these patients into channels where 
they may receive early treatment. 


towards prevention was its introduction into 
and the application of its teachings. Massachusetts passed 
a law in 1919 whereby school physicians and school nurses, 
properly trained, were to be employed for the purpose 
studying, assisting. or treating children whose backwardness 
or delinquency showed they needed special instruction, 
medical care, or a change in their environments. Teachers 
are now directed to report to the school physician or school 
psychiatrist the names of pupils who are backward or show 
abnormality in their work in any direction, and also of the 
true delinquent. Psychiatrists then make special examina- 
tions and the nurse visits the home. 

In order to prevent these children from keeping others 


back special classes are formed for them. Teachers experi- 


The graduates are prepared for vari ‘anches | 
lhe graduates are prepared for various branche | and in the community. 


is now known as | 


Seattle, | 


Social service after-care also prevented | 


has | 
School | 
Northampton, an | 
The require- | 


|} and love of approbation. 


| The mother may be worn out by household cares ; 


Many | 


of | 


| as far as possible. 


enced in the instruction of retarded minds develop these | 


children at least to the point of taking care of themselves, 
if possible ; for the first time in history such children have 
a fair chance, for they stood no chance whatever when 
competing with children who had been endowed with much 
greater powers of assimilating knowledge. 

It soon developed that many of the causes of backwardness 
could be removed if intelligently handled and scientifically 
treatel. Environmental conditions at home, bad 
glandular difficulties, improper or insufficient feeding 
or several of these often affecting the same child 
removed or cured, enabled that child to take its place in 
the school and in the world. 

So it was in the courts. The child who had been brought 
into the municipal courts charged with destroying property, 
or setting fires, with bad habits or being stubborn, or perhaps 
guilty of petty stealing, sometimes taught by his father or 
mother, and who had never had an opportunity of knowin 


one 


reg 
5 4 


right from wrong, was set right, and often made into a 
valuable citizen, as the result of Dr. Healy’s work and, later, 
of the work of other psychiatrists appointed to the courts. 
Mental hygiene, which began a few years ago with the child 
in school and with the early delinquent, has goae a step 
further and now is to begin with the baby. 
Education of the 
Dr. Douglas A. Thom has organised clinics in Bos 
view to correcting habit formation in babies and very 
young children, and also ascertaining the cause of any 
convulsions or other abnormal phenomena which may be 
observed by those in charge of these babies in the hospitals 
lie says, in relation to the behaviour 
problem of the nervous child, that many of these conditions 
can be traced to a failure on the part of the individual to 
adapt himself to his environment, even in the years of 
childhood, and that we are beginning to feel that more and 
more frequently the individual is the victim of his environ- 
ment rather than of his heredity. It not unreasonable 
to presume that if there is a group of cases belonging to the 
economic and social failures which have their beginning in 
the mental conflicts of childhood, and these conflicts can be 
discovered at 5 years instead of 13, much will have been 
accomplished for the child and for all those with whom he 
to come in contact. There are certain fundamentals 
necessary to the mental development of every human being 
that are more in evidence during childhood that in any othe 
period of life. Those of particular importance because of 
their utility are: plasticity, suggestibility, imitativeness, 
It has been figuratively stated in 
one way or another that man is extremely complex—that 
he has very great capacity for modification, and that his 
period of mobility lasts longer than in other animals. Thus 
the plasticity of the early years of life should be utilised to 
its limit in an effort to develop habits which will later serve 
the individual in good stead. 
Not only it important 
which we are dealing, so far 
it 
conditions, 


Very Young. 


ton with 
a 


Is 


is to study the material with 
as the child is concerned, but 
quite necessary to know by whom, and under what 
this material is being used. The immediate 
environment, the home and its occupants and surroundings 
are what go to make up the which 
the child lives. 


is 


mental atmosphere in 
Education of the 

Much of the child’s early life is, 

the mother. Her influence cannot 

all too frequently it not 


Vother. 
should 

be 

healthy 


with 
but 


ol be, spent 
over-estimated, 
as we might hope. 
she may 
be striving to supplement the family budget by a few hours 
of work outside, when she should be resting or in bed 3 or 
she may be pleasure-loving, avoiding her duty, having turned 
het responsibility over to the nursemaid for so many 


pireces 


| of silver. 


Again, we 
intentions 
emotionally 
punished 


may tind that a mother with the most excellent 

may be over-solicitous. Too frequently 
unstable; what condoned to-day 

to-morrow ; apd spite of ability 


in te 
may be 
adjust 


Is 


mn to 


| rapidly, the child finds it difficult or impossible to follow a 
| consistent line of conduct. 
Another progressive step taken im mental hygiene tending | 
the schools 


There is no situation so pathetic 
for both mother and child as that of the mentally defective 
mother who is doing her best. vet failing, and recognising het 
own failures. 

In order to ascertain just what the home situation is and 
what factors are to be utilised or combated, a trained social 
worker is employed to make investigation that 
the doctor’s directions are fully understood and being 
earried out. It is important not to make mere interviews 
out of these visits, but to use workers who are not afraid to 
get down to the social and intellectual level of their hostess, 
The factors which are likely to contaminate 
the mental atmosphere of the child can frequently be deter- 
mined in this way and referred for advice to 
the doctor, minister, teacher, social agency, whatever 
source to which it seems advisable to turn. 

Dr. Thom, feeling that the foregoing principles might be 
utilised to advantage, ** habit 


and to see 


and assistance 


has organised clinics ’? in 


. | connexion with the Baby Hygiene Association, to deal with 


those children 
2 and 5 


mime, 


who in the pre-school age 
are developing undesirable 
In so tar as possible, 


that between 
habits, and to deter- 
the basis of these habits and to 


is, 


| institute measures which will tend toward their correction. 


habits, | 


when | 


Mental hygiene should be 
is capable of forming habits, 
or mental symptoms appear. 
at this early 


inculeated as soon as the child 
when any abnormal, physical, 
The attack on mental disease 


period, and the following of it through the 


schools with scientific purpose will, it is hoped, result in our 


not being called 
resignation,” 
housing and 
represent an 
community. 
for children 


upon to build many monuments of 
as the State hospitals have been called, for 
feeding thousands of hopeless derelicts, who 

immeasurable loss of intelligence to the 
But, as Dr. Thom says, the existence of clinics 
of pre-school do not require justification. 


as 


age 
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No claim is here made that there is any relation between 
the undesirable habits of childhood and psychoses of later 
life ; yet it is not difficult to see how closely these infantile 
reactions resemble the psycho-neurotic manifestations of 
adult life, and that a fundamental lack of inhibitions may be 
a dominating characteristic in a criminal career. 


STERILISATION OF RUBBER GLOVES. 

Dr. W. Lutzmoer, of Werro, in Estland, writes to Ars 
Medici (1924, ii., 42) to recommend, as a result of nine years’ 
experience, the following method of sterilising rubber 
gloves: ‘ Put on the perfectly sound unsterilised gloves, 
and wash the gloved hands with soft soap and water once 
or twice, then smear the gloves carefully with the following 
solution, which should be poured liberally on a swab— 
Rp. iodi puri 2-0 gm., spiritus vini (70 per cent.) 200-0. 
With this method I have even with laparotomy never seen 
fever or infection, besides which the gloves last a very long 
time.” 





CIVIL SERVICE BONUS. 

THE Ministry of Health, in a circular (No. 477) dated 
Feb. 28th, has informed local authorities that the review on 
March Ist of Civil Service bonus will be on the basis of an 
average cost of living figure of 80—i.e., on the same basis as 
obtained during the six months commencing March Ist, 
1923. In the case of salaries over £500 a year the bonus will 
still be subject to the special percentage deductions specified 
in 1921. In view of the increase of this bonus the range within 
which bonus may be paid by local authorities to those of 
their officers whose remuneration is subject to the Ministcr’s 
sanction is correspondingly increased. 


* POPULAR FALLACIES EXPLAINED AND 
CORRECTED.” 

Mr. A. S. E. Ackermann, B.Se., has spent some 22 years 
in collecting the material for this book, now in its third 
edition, in which 1350 popular ?allacies are subjected to 
scientific scrutiny and thereby refuted. The subject-matter, 
divided into 25 fields of error, comprises nearly the whole 
domain of human knowledge, from football to astronomy. 
The author has taken great pains to obtain his information 
from specialists and authoritative sources, to which he adds 
touches of humour in many instances. 
** Ourselves ” deals with popular misconceptions as regards 
our bodies and our diseases, and should 
and value to the practitioner who finds himself faced with 


age-old superstition or modern pseudoc-scientific notions in | 
the course of his ministrations. The book, which is published | 
by the Old Westminster Press at 12s. 6d., is well annotated, | 
D.Sc. | 


and contains a preface by Sir 


Richard Gregory. 
F.R.A.S. 


An excellent addition to the reference shelves. 


THE 


have 


DIARY 


received a 


OF A 
little 


FIELD 


volume ! 


AMBULANCE. 


WE which is a kind o 


journal intime of the 44th Field Ambulance, contributed to | 
by all ranks, and gives perhaps a truer picture of the real | 


life of the army than many more pretentious official 
histories. It touches lightly on matters of strategy, and adds 
but little to medical knowledge, but it does succeed in 
conveying a vivid impression of the life of a divisional 
medical unit, and of the joys and sorrows of the men who 
bore the burden and heat of the day. The 44th Field Ambu- 
lance Was a unit with a very highly developed esprit de 
corps —"* We were, after all, just one large family, and the 
loss of one after another struck hard at us.’’ It was this 
spirit which helped them to win a tribute from two infantry 
commanding officers of the Lith Division during the Battle 
of the Somme \t all times officers and men of the 44th 
Field Ambulance loyally answered to the very many calls 
made upon them, and carried out their work under heavy 
lire, regardless of personal danger.” 

The history of the unit is traced from its formation at 
Aldershot in September, 1914, its training, its embarkation 
for France in May. 1915, and through the various battles 
in which it took part with the l4th Division—‘ the first 
unit of the new army to be seriously engaged.’’ Ypres, 
Hooge., Sanctuary Wood. Arras, the Somme, Telegraph 
Hill, Wood, Inverness Copse, Passchendale, 
St. Quentin. and the dark days of 1918, Messines and the 
tinal Flanders offensive, all tell the tale of its activities. 
The list of killed and 
won make an impressive tribute to the work 
small unit such), than a 
infapury in size, and there are many moving passages in the 
book. Besides this, however, 
almost impish record of 
career, and sport has 


Glencorse 


done 
one of many less 
there is a 
amusing 
quite a 


incidents in 
considerable 


the unit’s 
share in 


> With the Forty-Fourths. Being a Record 
of the 44th Field Ambulance (14th Div 
Spottiswoode, Ballantyne and Co. Pp. 83. 


of the Doings 
Loudon: 





The section entitled | 


prove of interest | 


wounded and the record of honours | 
by a’! 
company of | 


light-hearted, | 
the 


| General Infirmary received £18,000, the Public Dispensary 
; and 


chronicle. ‘‘ Jerry lost the war by concentrating on such sill, 
things as Hymns of Hate. We won it by playing and laughiny 
and doing things in the spirit of the 18th Londons when they 
dribbled their football across No Man’s Land in the attack 
on Loos.” In the creation and functioning of such units as 
this the Army Medical Service achieved a triumph of 
organisation of which it can be justly proud. 

The volume is illustrated with photographs, plans ani! 
some delightful pen-and-ink sketches, and there is a ver, 
interesting diagram showing the method of evacuation o| 
wounded from the front line to the base. It is altogether « 
book which should appeal to everyone who took part i: 
the medical services during the war, particularly those who 
served in similar units, and the 44th Field Ambulance is t: 
be congratulated on its enterprise in compiling this excellent! y 
produced record. 


BAYER “ 205” AND FOURNEAU “309.” 


ALTHOUGH nothing definite has yet been announce:! 
regarding the composition of Bayer “ 205,” an approximat: 
graphic formula appeared in the British Medical Journal o: 
Sept. 23rd, 1922. The Journal of the Society of Chemical 
Industry for Feb. 29th now calls attention to the probab|: 
identity of Bayer “* 205” and Fourneau “309.” The latte: 
is said to be a symmetrical urea of meta-amino-benzoy! 
meta -amino-paramethylbenzoyl 1-naphthylamine-4.6.8-tri- 
sulphonate of sodium. This formula closely resembles that 
given by Dr. H. King in the annual report of the Medica\ 
Research Council for 1921. 


AN OCULIST’S FRAME-FITTING 


CARD. 

A DIFFICULTY confronting the general practitioner is to 
have a ready and easy system of giving instructions to the 
optician in the matter of supplying properly fitting spectacles. 
This is important in prescribing astigmatic, bi-focal lenses, 
&c., which, if ill-fitting, often distort the vision, irritate the 
patient, and defeat the object of even the best corrections. 
It applies to the general practitioner who, perhaps, living fa: 
away in the country or the Colonies, has taken up refrac- 
tion work. I have devised a simple Frame-fitting and 
Prescription Card (see figure) which, when doubled on itself, 
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gives a measurement of 8 in. long and 1} in. broad, marke« 
as is customary with opticians, in millimetre scale. Th: 
lower section shows a series of usual standard fittings o! 
the bridge of the marked A, B, C, D, E, F. Th: 
corrected vision being determined and the axis of th: 
cylinders recorded, the bridge of the nose is measured by 
fitting on the semi-oval cut-outs, the size being determined 
according to the letter A, B,C, D, E, or F. Further, a state- 
ment as to the height of the bridge is suggested such as high, 
medium, or low, and is noted on the upper section of the 
prescription card. To mark off the optical centres (a most 
important point) the card, folded on itself, showing two 
oblong spaces, right and left, is placed on the evebrows, th: 
patient being directed to look straight in front and th 
pupillary centre is recorded on this special space by the mark 
x. The tinal step is to note the width of the forehead or front 
on the long measured scale. In carrying out the proceedings 
suggested, no numerical calculations are necessary and no 
special skill is required. It is not intended that the worl 
of the optician should be usurped, but their services at 
frequently out ef reach of their would-be clients. 

The cards have been made for me by the Aurorascope Co., 
Ltd., Fulwood House, Fulwood-place, Holborn, W.C. 


London, W. Dutcu, M.R.C.S. Eng. 
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HENRY 


LEEDS WORKPEOPLE’S HOSPITAL FUND. 

THE thirt y-seventh annual report shows an income of £37,638! 
for 1923. an increase of £4462, compared with 1922. * Work- 
shops—the main source of the income—showed an income of 
£2539, the workshop contributions in 1925 reaching £27,383). 
Apart from the maintenance of the convalescent home— 
a balance of over £28,000 was available for distribution 
among the local medical charities. Of this sum the Leeds 


Hospital 
Maternity 


for Women 
Hospital £900, 


Children 
smaller 


and 
and 


each £2500, 
institutions 


the 


less 


' sums in proportion. 





